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 Minor mental disorders are widespread and may have significant consequences for the 
individual, their family and colleagues, as well as for the society (Mykletun & Knudsen, 
2009). The purpose of this study was to examine the challenges and experiences employees 
with mental health problems have with maintaining employment. Hopefully, this will provide 
an increased understanding of how employees with mental health problems may be included 
and cared for at the workplace. 
 This was investigated by interviewing twelve employees from the age of 18 to 67 
years, who had minor mental health problems to the extent that they received treatment from 
specialised health services. The informants were recruited by displaying posters in public 
places in Tromsø and by mail to patients at the Adult Psychiatric Outpatient Clinic in 
Tromsø, at the University Hospital of North Norway. Qualitative research interview as 
described by Kvale & Brinkmann (2009) was applied. Interpretative Phenomenological 
Analysis (Smith & Osborne, 2008) was used for analysing the results. The results were 
discussed in light of relevant literature, Norwegian laws and psychological theories. The 
identity as individual and employee is preferred to be sustained, the use of diagnoses and 
labels should be avoided in the workplace. It is important to consider the vulnerabilities that 
lie in the employees with mental health problems to be able to secure inclusiveness. Social 
support should be balanced to avoid disempowerment and to promote development and 
recovery. It is valuable to consider motivating and challenging aspects in the work 
environment to secure inclusiveness and care for employees with mental health problems. 
The employers are ascribed the responsibility to tend, respect and acknowledge their 
employees, the employees have a responsibility to notify sickness and lack of support. This is 
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 Lettere psykiske lidelser er utbredte, og kan ha betydelige konsekvenser for individ, 
familie, kollegaer, så vel som samfunnet (Mykletun & Knudsen, 2009). Formålet med denne 
studien var å undersøke utfordringer og erfaringer med å opprettholde arbeid hos personer 
som har lettere psykiske plager i den grad at de oppsøker og mottar behandling av 
spesialisthelsetjenesten. Dette ble gjort for å bidra til økt forståelse av hvordan psykisk syke 
ansatte bedre kan inkluderes og ivaretas på arbeidsplassen. 
 Dette ble undersøkt ved en intervjustudie av tolv arbeidstakere som har mottatt 
behandling for sine psykiske lidelser, og var i arbeidsalder 18 til 67 år. Deltakerne var 
rekruttert ved oppslag på offentlige steder i Tromsø og ved utsending av forespørsel til 
brukere ved Voksenpsykiatrisk Poliklinikk ved Universitetssykehuset i Nord-Norge. Det ble 
benyttet kvalitativt forskningsintervju, slik det er beskrevet av Kvale og brinkmann (2009). 
Fortolkende fenomenologisk analyse (Interpretative Phenomenological Analysis) (Smith & 
Osborne, 2008) ble brukt til analyse av resultatene. Resultatene ble diskutert i lys av relevant 
litteratur, Norges lover og psykologiske teorier. Det er ønskelig at identiteten som individ og 
arbeidstaker forsterkes, og at bruken av diagnoser og merkelapper unngås på arbeidsplassen. 
Det er viktig å ta hensyn til sårbarhetene og maktforholdet som arbeidstakere med psykiske 
helseproblem erfarer for å kunne sikre inkludering. Sosial støtte burde være balansert for å 
unngå umyndiggjørelse, og for å fremme utvikling og bedring. Det vil være verdifullt å ta 
hensyn til motiverende og utfordrende aspekt i arbeidsmiljøet for å bedre kunne sikre 
inkludering og ivaretakelse av arbeidstakere med mentale helseproblem. Arbeidsgiverne 
tillegges ansvaret for å tilrettelegge, vise respekt og erkjenne sine arbeidstakere, mens 
arbeidstakerne har et ansvar for å gi beskjed om sykdom og manglende støtte. Dette utfordres 
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Work Life and Mental Health, Employee’s Perspective 
Prevalence 
Disorders related to anxiety, depression and drug abuse are among the most common 
mental health problems in Norway, and occur in a third of adults each year. Mental health 
problems are regarded as mental illness and mental disorders, and vary from minor to major 
severity. Depression is in example highly prevalent and recurrent (Cuijpers, Boluijt & Van 
Straten, 2008; Thapar, Collishaw, Potter & Thapar, 2010), 30 per cent of the population are 
found to have clinical relevant depressive symptoms that are not meeting the criteria for 
major severity (Sund, Larsson, & Wichstrom, 2011).  Minor mental health problems are 
defined as mild to moderate disorders and are highly prevalent in the general population, 
major mental health problems as bipolar disorder and schizophrenia have lower occurrence 
(Mykletun & Knudsen, 2009). Mental health problems are the second leading cause of sick 
leave in Norway (Sundell, 2012), and can result in increased levels of sick leave, disability, 
risk of developing other diseases and mortality. These therefore represents major personal 
and societal burden (Mykletun & Knudsen, 2009). 
Mental health problems are often seen as a barrier to work, and many with mental 
health problems are therefore unemployed as a result of difficulties in retaining or obtaining 
employment. After a short absence, 76 per cent of employees with mental health problems 
return to their occupation, while 8 per cent enter long-term sick leave (Dewa et al., 2012). 
There are differences in length and number of absence periods. Employees with mental 
health problems are seven times more likely to experience subsequent sick leave compared to 
people without previous disability, whilst people with other diseases are twice as likely 
(Dewa, Chau & Dermer, 2009). Mental health problems are the cause of one third of 
disability pensions in Norway (Norwegian Institute of Public Health, 2014), and are 
mentioned as a cause for women's sick leave more often than that of men, although the 
distribution of gender varies by diagnosis. In 2000-2003, the average age for people on 
disability benefit with mental health problems was 46 years, and 20 years of work were 
estimated lost by these (Mykletun & Knudsen, 2009). Despite high numbers of sick leave and 
disability benefit, studies of people with mental health problems state that 60-70 per cent 
aspire to work (NAV, 2015). 
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Work and Mental Health 
Work can provide health benefits through increased sense of coping and belonging by 
positive feedback, activity, and structure in everyday life, as well as economical income 
(Mykletun & Knudsen, 2009; Helsedirektoratet, 2011a). Work is healthy for the individual 
because it provides a social life with focus on the person as something more than a patient 
(Davidson et al., 2005). Work can be meaningful by contributing to development of identity 
and social legitimacy. To contribute to something meaningful and participate in the 
community is valuable for the motivation to work (Fryers, 2006). Participating in everyday 
life and work can contribute to recovery, well-being, self-confidence and social abilities 
(Anthony & Farkas, 2009; Borg & Topor, 2007). Work can therefore have preventive effects 
for mental disorders and is recommended as part of rehabilitation from mental health 
problems (Mykletun & Knudsen, 2009; Helsedirektoratet, 2011a). 
 Work environment that is characterized by clear organisational structures, little 
administrative implications of the work process, fair reward system, and trust and care for 
employees, are associated with better mental health (Gavin, 1975). Peters & Brown (2009) 
found that focus on mental health at work was important for perceived care, and individuals 
with mental health problems sought treatment even easier if they felt well treated at work. 
Moderate job requirements and increased social support from colleagues and superiors leads 
to higher perceived work related quality of life (Flores et al., 2011). Support from both 
colleagues and managers, perceived control over tasks and follow-up management are 
important factors for work to be perceived as positive, this is concluded by a literature study 
from The National Institute of Occupational Health (2011). Conversely, lack of social 
support at work can be a risk factor for mental health (Sanne et al., 2005). Some mental 
health problems can affect efficiency, reduce concentration levels, and make it difficult to 
complete tasks. This can lead to feelings of guilt and reduced self-esteem (Rådet for psykisk 
helse, 2004). Diversified ability to work when you are depressed and anxious is related to 
symptoms, work tasks, social life outside and at work, and other aspects in the work 
environment (Bertilsson, et al., 2013). 
Rugli et al., (2013) found that three of the twelve symptoms indicating depression are 
predictors for long-term sickness absence among female employees within elderly care. 
These symptoms are; feeling sad, lack of energy and strength, and difficulties sleeping at 
night. Early identification and treatment of people with these symptoms may contribute to 
prevention of long-term absence. Hensing et al., (2013) found that persistent mental health 
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problems and low well-being increased the probability of late return to work after sick leave. 
They also found that the disease leading to sick leave might have been intensified by the 
absence period (Hensing et al., 2013). Preventing relapse can be targeted through initiatives 
(Dewa, Chau & Dermer, 2009). Absence from work can result in anxiety reactions related to 
work. Such reactions can disable adequate functions and is described as ergophobia by some 
(Dewa et al., 2013). General practitioners are more likely to consider work capacity as more 
impaired than the patient does in cases of mental health problems, although it is 
recommended that work should be considered as part of the rehabilitation process as a 
preventive measure (Helsedirektoratet, 2011a).   
Unemployment can contribute to mental health problems caused by concerns related 
to economy and socioeconomic position (Mykletun & Knudsen, 2009). People with mental 
health problems might end up in a vicious circle, where unemployment can increase the risk 
of progressing the mental health problems and impair improvement (Dewa et al., 2013). 
Preventive measures by removing risk factors or implementing aid might decrease negative 
effects of the crisis that have already occurred (Espnes & Smedslund, 2009). As work is good 
for mental health there is reason to believe that employment can have a preventive function 
for mental health problems (Mykletun & Knudsen, 2009). 
Positive and negative emotions in one aspect of life can affect other aspects, job 
satisfaction and general mental health are for example positively associated (Wiener, Vardi 
and Muczyk, 1981). People with psychological distress reported lower levels of job 
satisfaction (Lee, Lee, Liao & Chiang, 2009). Positive work-related attitudes have been found 
to contribute to mental health, more than individual and situational variables (Wiener, Vardi, 
& Muczyk, 1981). This is also supported by Lee, Lee, Liao & Chiang (2009) who found that 
mental health was strongly related to attitude variables such as work and career satisfaction, 
and to a lesser extent the individual variables like need for achievement. Other studies point 
out that positive perceptions about career achievements are important parts of the person's 
self-esteem, and there is a broad consensus that self-esteem is an indicator of mental health 
(Hall, 1976). Situational variables such as job characteristics, leadership style, and payroll 
related strongly to stance variables. They may have important practical effects on mental 
health through their influence on attitude variables (Wiener, Vardi, & Muczyk, 1981).  
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Employment as a Challenge 
Various aspects of work may increase the risk of mental health, such as stress caused 
by high effort with low wages, overtime, changing working hours or the like. Employees in 
high or medium status work with low work security are at greater risk of poor mental health 
than employees in positions of lower status (Dewa et al., 2013). Changes in the organisation 
can affect the physical and mental health negatively, but such effects are preventable 
(Falkenberg et al., 2013). Occupations with greater risk where employees are exposed to 
psychosocial reactions and traumatic events, or conflicts with other employees at work, are 
elements of risks that are important to address in order to prevent adverse health effects such 
as mental health problems. These risk factors should encourage employers to take action and 
arrange team building (Dewa et al., 2013). 
Work can be demanding for individuals with mental health problems and might result 
in deterioration or resignation. Mental health problems can lead to challenges maintaining 
work because of its negative impact on working capacity and longer periods of absence than 
people with other disorders (Mykletun & Knudsen, 2009). Mental health may affect work 
performance and interpersonal communication, and thus have negative impact on the security 
and quality of the service provided. A survey of medical laboratory personnel revealed that 
errors occur more frequently when the worker has poor attention (Lee, Lee, Liao & Chiang, 
2009). Reduced mental health is associated with lower chance of being employed, whilst 
active coping and good work are more typical for those with good mental health (Vijfeijke et 
al., 2013). Psychological distress influences quality of life and psychosocial competence. It 
also affects productivity and quality of work (Lee, Lee, Liao & Chiang, 2009). Mental health 
problems, having a history of sick leave because of mental health problems, lack of support 
from colleagues and superiors, and perceived job insecurity are risk factors for dismissal 
while on sick leave (Flach, Groothoff & Bültmann, 2013). 
 Reduced ability to work due to mental health problems may sometimes be difficult to 
see. The rehabilitation process can be improved by utilizing knowledge of the difficulties 
employees with mental health problems may experience at work, and other consequences the 
health problems might convey (Bertilsson, et al., 2013). By better understanding the work-
related risk factors, initiatives to prevent unwanted development and disorders can be 
implemented more easily (Dewa et al., 2013; Flach, Groothoff & Bültmann, 2013).  
As previously pointed out, being employed has benefits for several aspects of the 
mental health, given proper workplace contributions in sense of empowerment, support, 
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perceived control and monitoring among others (The National Institute of Occupational 
Health, 2011). Lack of these factors may cause the work to have a negative effect (Mykletun 
& Knudsen, 2009). Employees' own perception of their situation seems to be a recurrent 
central factor in the relationship between mental health and work. Research and initiatives 
largely focus on practical and organisational matters, it is important to consider the 
employees' own experiences and perceptions in this field. Spjelkavik, Hagen & Härkäpää 
(2011) found that people with mental health problems hesitate to apply for work caused by 
fear that are related to deterioration of their mental health problems. Their informants had 
anticipations of feeling defeated, underachievement, being stigmatised in the employment 
process or at work, and loosing pensions. They also stated motivation and self-confidence as 
important for the ability to work, together with belief in their own work capacity. Most 
importantly, the ability to work relies on the quality of support because that is where the 
challenges lie. Quantitative research shows the consensus of this (Corrigan & MacCracken, 
2005; Hand & Tryssenaar, 2006; Robinson et al., 2011). Anvik & Gustavsen (2012) found 
that poor working and supervision, stress, and high standards of knowledge are experienced 
as particularly challenging for the workday to be perceived as positive for young individuals 
with mental health problems. This is confirmed by Graneruds report (2004) in which 
participants with mental health problems specified that lack of social integration in everyday 
life could be improved through work. Participants experienced work positively because the 
employees felt resourceful, experienced participation in society, and felt less lonely. This 
study aim to obtain knowledge about the challenges and experiences of employees with 
mental health problems. Hopefully, this will contribute to improve our understanding of how 
to care for and include employees with mental health problems at the workplace.  
 
The Norwegian Health Care System 
The health care system in Norway is semi-decentralised. The municipalities are 
responsible for primary care, while the responsibility for specialist care lies with the national 
government. The waiting lists for elective care is a prolonged debated issue, even though 
Norway has a high number of health care personnel per inhabitant compared to other 
countries in the EU. Norway has a relatively high rate of physicians per inhabitant, but in 
spite of that there are still problems with giving immediate health care in all areas. Of the 
OECD countries, Norway has the highest rate of sick leave among full time employees 
(Ringard, Sagan, Saunes & Lindahl, 2013).  
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The Norwegian Labour and Welfare Administration (NAV) (previously New Labour 
and Welfare administration) deals with unemployment benefit, work assessment allowance, 
sickness benefit, pensions, cash-for-care benefit, child benefit and are responsible for 
activities within the labour market. One third of the state budget is administered by NAV to 
different services (Berg, 2014). 
The Inclusive Workplace Agreement (IA-agreement) has been made through 
recursive collaboration between the government and central work related organisations in 
Norway since 2001. This is done to prevent drop-out from work life, has shown to reduce 
absence, prolong the employees' years of work life, and aim to both employ and keep 
disabled employed. The workplace is the most important arena for inclusive work life. The 
intention of the agreement is for the employee representative, employees and employers to 
set goals. It is also intended for the authorities to help them with initiatives to reach these 
goals, with the aim of improving inclusive work life. The IA-agreement shows that the 
responsibility to handle employees on sick leave not only lies with the health care services. 
Companies that have signed the IA-agreement are obliged to contribute in the areas described 
in the agreement (IA-avtalen, 2014).    
“Raskere tilbake” (faster return) is organised by NAV and specialist health care 
services in each county. The purpose of the service is to get employees to return faster to 
work, and the service is offered to employees within the age group 18 to 62 years. It requires 
the employer to make a follow-up plan and to report the initiatives they have put into effect to 
alleviate the employees' afflictions. “Raskere tilbake” is a work-oriented initiative that was 
agreed upon by “Sykefraværsutvalget” (the Sick Leave Committee) in 2006 and is included 
in the IA-agreement. The state budget includes funds reserved to this service, and the 
continuation of “Raskere tilbake” is assessed annually (NAV, 2014a).  
A “dialogmøte” (dialogue meeting) is a meeting where the employee with health 
problems meets the employers’ representatives, NAV, the employees’ representatives, and 
the general practitioner. The general practitioner is not necessarily obliged to meet. The 
possibility for care at the workplace in accordance to the employee’s health problems are 
discussed in these meetings. The “dialogmøte” aim to get the employee to return to work as 
fast as possible. The employers are obliged to arrange the first “dialogmøte” after seven 
weeks of sick leave. NAV is responsible for arranging the second and third meeting if long-
term sick leave occurs (Arbeidstilsynet, 2015a; Helsedirektoratet, 2011c). 
  




The aim was to recruit twelve to fifteen employees to the study, preferably those who 
received the treatment in Adult Psychiatric Outpatients Clinic at the University Hospital of 
North Norway. The criteria for recruitment was limited to informants between the age of 18-
67 years with minor mental health problems. There could be employees from both the public 
and private sectors (not reported), and from different professions.  
After a meeting with the Adult Psychiatric Outpatient clinic in Tromsø at the 
University Hospital of North Norway it was agreed upon to recruit patients receiving the 
treatment program “Raskere tilbake”. The informants were recruited by mail to patients at 
Adult Psychiatric Outpatient clinic in Tromsø at the University Hospital of North Norway 
(see appendix A). The inquiry was sent together with the notice letter for therapy treatment. 
Counsellors in "Raskere tilbake" received a letter with information about the content of the 
study (see appendix B).   
Posters were placed in public areas in Tromsø to attain informants (see appendix C); 
all of the general practitioner offices at Tromsøya, Adult Psychiatric Outpatient Clinic 
waiting room, four company health services, in different institutes at The Arctic University of 
Norway, City Library, Fontenehuset, St. Elisabeth Health House (all sections), Senter for 
Jobbmestring, Stamina Fitness Centre, Aleris Hospital, Austadbygget Nord. E-mails were 
sent to employers at NAV and Tromsø municipality. The inquiry was posted in groups on 
Facebook; Mental Helse Tromsø, Outpatient clinic treating substance use in Tromsø, and 
different student groups. Several other public organisations were asked to take part, but they 
declined. 
Those who wished to participate contacted us by telephone or email to arrange a time 
and a place for the interview. It was assumed that the interviews would be conducted at the 
University of Tromsø - Norway's Arctic University, but in special circumstances the 
interviews could be held at Adult Psychiatric Outpatients or at the informants home. An 
informed consent statement was reviewed and signed in the beginning of the interview (see 
appendix D and E).  
 It was desirable that the informants were employees of IA-companies, although this 
was not mentioned in the inquiry. The IA-agreement and the Norwegian law were of interest 
for the present study because these contain requirements for both the employer and the 
employee regarding mental health in the workplace (Arbeids- og velferdsdirektoratet, 2012). 
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Ethics 
 Applications for approval were sent to Regional Committees for Medical and Health 
Research Ethics, Region North (REK) and Data Protection Official for Research before the 
study was commenced. There was no need for notification according to the evaluation from 
REK. It was recommended that the Data Protection Official for Research was applied (see 
appendix F, under “Framleggingsplikt” and “Godkjenning fra andre instanser”). The Data 
Protection Official for Research requested an informed consent to be signed (see appendix G 
for request and H for consent).  
 The handling and storage of data were attended as follows. Interviewers own thoughts 
and impressions were noted immediately after the interview to maintain corporeal idiom, but 
not much rendered. All the interviews were audio taped to get more details of the informants' 
own words and descriptions, and to be more attentive in the conversations. The recordings 
were stored, properly locked and used for transcription and analysis. Only the researcher and 
the supervisor had access to the recordings and they were only used for the present study. 
When the thesis is submitted and evaluated, the recordings will be deleted. Transcribed text 
did not contain identifiable information, and all informants were described with fictitious 
names. Other identifiers such as corporate names or descriptions that may help to 
identification were amended and made anonymous. 
  
























3 ANNA 20-30 Student and part-
time worker 
















Not in therapy 





























































11 VERONICA 20-30 Student and part-
time worker 







12 MARTHA 20-30 Hairdresser Cosmetics Do not 
know 
Depression In therapy, 
relapse 
 
The names in this study are fictitious. 
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Informants 
 Twelve informants were interviewed, ten of which took place in a private room at The 
Arctic University of Norway. Maria wanted to be interviewed at home due to physical pain, 
and Emma was interviewed at “Senter for Jobbmestring”. Two of the informants were men 
(David and Tom).  
 The aim was to recruit employees with minor mental health problems because the 
informants had to convey their experiences and challenges without a distorted perception of 
reality. The informants took initiative to participate and therefore evaluated themselves 
within the inclusion criteria as having minor mental health problems. The informants were 
not asked directly about their diagnoses or stage of recovery, they mentioned their diagnoses 
and recovery process in subordinate clauses. Their health afflictions and recovery status 
should therefore be treated only as an indication of their mental health problems. Tom was 
next of kin but experienced mental health problems as a result of having a wife with mental 
health problems. All interviews were relevant to the study and were therefore included.   
 A few of the informants phoned prior to the interview to clarify contents of the study 
regarding confidentiality and anonymity. One informant withdrew her participation before 
the interview was conducted. The meeting never took place. The response on the inquiries 
and posters were low, all informants that volunteered were included in the study. The 
informants expressed that participation was important to them because they hoped it might 
enhance the situation for others with mental health problems. Social involvement was also 
mentioned as a reason.  
 
Interview Procedure 
The main objective of the present study was to learn about employees' experiences of 
having mental health problems and how this is handled in relation to the workplace. This was 
examined by qualitative in-depth interviews, with broad and open-formed questions. The 
purpose was to detect individual experiences in relation to the topic in detail and the approach 
in the interviews was based on the work of Kvale & Brinkmann (2009). The design of the 
questions was based on themes and findings described by Dyrstad, Mandal & Ose (2014), 
Anvik & Gustavsen (2012), and Bertilsson et al (2013). An interview guide was used, the 
interviews were semi-structured and slanted towards the employee's challenges and point of 
view on the themes. Questions and topics followed the conversation, with the emphasis on 
following up the informant's descriptions of topics and issues. The informants were 
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encouraged to freely express their views, influence the conversation and partly have impact 
on the focus of the interview.   
 The supervisor approved the questions and themes. The interview was angled 
towards the employee's experiences and thoughts on the theme, but also included themes that 
were believed to be important such as the feeling of inclusion and experiences as employees 
with mental health problems. The questions that were asked included the following (see 
appendix I):  
 I would like to hear about what it is like for you to be at work when you have 
the mental afflictions that you have, could you tell me a little about that?  
 How do you feel your employer have handled your situation?  
 Can you tell me something about how you feel inclusion have been for you at 
work? 
 What are your thoughts about openness regarding mental health? 
 What are your experiences with health care services? 
 What are your thoughts for the future?  
Follow-up questions were asked frequently as the informants told their experiences. 
The researcher had previous experience with qualitative interviews and the first interview 
was used as a pilot study. The information from this interview was sustained and was 
therefore included in the present study. Each informant was interviewed once, the duration of 




Interpretative phenomenological analysis (IPA) as described by Smith & Osborne 
(2008) was used. This approach seeks to understand the informants' perspective and 
understand how they perceive certain situations, in this case how it is to be an employee with 
mental health problems. The use of phenomenological analysis is widely used (Malterud, 
2001 A; Malterud, 2001 B) in medical and health care research and IPA has especially 
become popular in health psychology (Brocki & Wearden, 2006). Selected parts that proved 
to be essential through the analysis were transcribed. Transcriptions were written in near 
verbal form and reproduced as accurately as possible. Emma did not approve of audiotaping, 
her interview was documented by taking notes near verbal form. Emma approved and 
supplied the transcripts from her interview by email. A meaningful interpretation was made, 
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analysing underlying attitudes and opinions of what was said openly in the interviews. The 
interpretation was obviously influenced by the researchers’ background, experience and 
knowledge, in an attempt to convey what the informants tried to say. Informants were offered 
to review the final thesis after publication. All of them accepted the offer.  
The analytical process was built on phenomenological analysis by Smith & Osborne 
(2008) in the following steps: recordings of the interviews were heard several times, topics 
that interviewees emphasised and which arose was listed in chronological occurrence. 
Similarities, conformity, differences and contradictions between the themes were compared. 
It was also sought for possible underlying explanations of the themes. The categories were 
strengthened by examples, and weak themes were excluded. The categories were developed 
on the basis of transcription analysis and the information that was prominently emphasised as 
important by the informants. This part was conducted for each interview separately. Once all 
interviews were completed, it was searched for similarities and new aspects between the 
themes and across the different interviews. Sections of information were marked during the 
analysis as a form of coding. After the most recursive categories were identified, the theme-
categories were constructed and named. After all the information from the interviews was 
reviewed in detail, patterns, main categories, and an overall impression of the categories 
became present. All of the interviews were heard once more to search for new levels of 
categories. The categories were then supplied with explanations, illustrations and nuances. 
Fragments as sentences, and also single paragraphs with statements that illustrate examples 
were used (Smith & Osborne, 2008).  
NVivo 8 (QSR, 2008) (a computer-assisted qualitative data analysis software 
program) was used to organise the unstructured data, and to execute deep analysis in the first 
rounds. NVivo 8 (QSR, 2008) liberated more time to do the analysis thoroughly by making 
orientation easier. In addition to the technical analysis, a manually analysis on paper was also 
performed. The use of different analysis tools has stimulated an inductive and dynamic 
interpretation process (Nilssen, 2012 and QSR, 2008). The supervisor also took part in the 
analysis by reading through the interview transcriptions. Selections, emphasis and 
interpretations of the themes were discussed in several rounds with the supervisor before final 
themes and categories were decided.  
A theoretical generalisation was carried out by discussion of the results where 
previous research, the constraints from the Norwegian law, and psychological models were 
taken into consideration. The psychological models considered were identities and self, role 
conflicts, false consensus, and social grouping. 
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Results 
Some of the participants had difficulties with placing memories in chronological 
order, or retrieving memories from certain periods at all. The informants were eager to tell 
their stories; it often took a while until the second question was asked.  
The informants talked about others with similar problems using terms of diagnosis. 
They underlined the importance of having a diagnosis, not being their diagnosis. They spoke 
of it as psychic components, psychic problems, and psychic health. Preferably, they used 
terms like mental health problems or challenges mentally. They did not fancy the use of the 
term mentally ill because it made them feel vulnerable, although they sometimes used it 
themselves in their statements.  
Categories were found by evaluation, scrutiny analysis of the ample transcriptions, 
and decided after deliberation with the supervisor. These categories embrace some themes 
that might overlap. The categories are created as an attempt to summarise the wide range of 
topics that were accentuated as important by the informants. The four categories were 
identity, vulnerability, social support and work environment. The different roles the 
employees with mental health problems experienced are described in the first category, 
identity. The second category, vulnerability, regards the thoughts and concerns they had 
before they dared to accept receiving help or support. In the category social support it is 
emphasised the informants need for and wish for social support to be improved, and 
suggestions for how this can be applied. In the category work environment, the challenges 
and motivating aspects the informants experienced in their work environments are described. 
These categories reflect the different aspects that the informants emphasised as important to 
improve inclusiveness and care for employees with mental health problems in the work life. 
 
Identity 
The informants had a prominent focus upon identity feeling. The identities were 
described to vary between their role as an individual, employee, and patient. The informants 
used words like work identity and patient identity. David, Martha and Tom did not have as 
strong focus on identity as the other informants. The identities were affected by others and 
were not always chosen. Their identities were challenged by changes. Both work identity and 
personal identity were expressed as wished for and needed. The patient identity was 
accentuated as forced upon them.  
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The individual identity. This sub-category is mostly based upon the informants’ 
need to separate themselves from their mental health problems. The informants expressed a 
struggle to keep their identity through the themes of this sub-category; normality, changes in 
themselves, others perception of them, a fight to remain themselves, and acceptance of the 
mental health problems.  
The informants used the word normal a lot. They saw themselves as normal, and 
wanted to be seen as normal. Being normal was highly accentuated by Sarah. 
 
Sarah: You can have a bad mental health and still function as normal in work life, in 
community, as friends and as the different roles one have (…). I want everyone to see me as 
the one I am daily, not she who is ill. I want to be perceived as normal, because I dear to 
allege that I am normal. 
 
 They stressed the importance of being able to do the same things as others. Some also 
pointed out a change in their own behaviour caused by diagnoses that they did not see as part 
of themselves. Abnormal changes in behaviour from their normal self. Others did not see the 
change, or at least did not notice them to be warning signs. This might be due to the 
informants being at different stages in the recovery process (see table 1). 
The informants experienced changes in how others saw them after they were open 
about their diagnoses. As if they became a different person than they were just a minute ago, 
before the other person knew about the diagnosis. How others saw them made them feel 
forced into a new role different from the role they used to have. The informants were aware 
of how other people affected their perception of themselves, their identity or role. Based on 
their own experiences of how they had been met before, but also by their own stigmas, they 
developed a fear of others changing their perception of them. This fear sometimes obstructed 
openness. Those who felt changes, that in retrospect could have been signs of becoming ill, 
kept on going and tried to defeat the symptoms. They tried to analyse the symptoms because 
it was hard to know if the signs of mental health problems was just for a period, if the 
symptoms they noticed were worse for them as an individual than for others, or if they just 
handled it in a worse way. They explained it as a feeling of loosing themselves to their 
mental health problems.  
 The informants expressed a longing for their old self. They had a wish to become the 
person they were before and to have the capacity they used to have. In that way they 
acknowledged that the changes were a fact. They described it as a struggle with accepting 
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their mental health problems, but also a fight to remain themselves. They expressed that it 
was hard to have mental health problems and well at the same time, and to find back to that 
resourceful person that they once were. Several of the informants accentuated a fight to take 
back their identity and their human worth, demanding to be treated well, and to maintain their 
spare time interests. They highlighted an existential crisis, a striving to find their own identity 
that was separated from their mental health problems. For some, this required a big change in 
life e.g. change of work or getting rid of bad friendships. To find themselves was expressed 
as hard and long lasting. Elisabeth spent two years until she found herself again after what 
she called her breakdown. Some fought to find themselves, others accepted that things would 
never be the same, and a few did not mention this struggle at all. Some of those who could 
speak of the mental health problems more in retrospective felt they knew themselves better 
after than before the mental health problems occurred.  
 
Veronica: One get very very well acquainted with oneself when, both when trying to 
cope with that kind of problem on your own, but also when you actually go into treatment 
because then you have. You learn a lot about what you want from yourself and what you want 
with your life, and what is important and what is less important, and what is unhealthy for 
you. So I think absolutely that, I am much more aware now of what I want in my life and do 
not focus on which goals I want to work towards and such, yes. 
 
 Some of the informants mentioned to have gained a belief in themselves to be 
competent and to have a good work life. They also described limits they now see as a part of 
themselves, limits that had to be considered to prevent relapse (elaborated in the vulnerability 
category regarding boundaries). It was important that it was they who decided the limits of 
what could be done and not. Personality traits that were positive and negative were declared 
as part of their personal identity. The traits from the patient role were however not seen as 
part of them, those traits had become part of their vulnerability but not as a personality trait.  
 
 The patient identity. The patient identity was also described by changes, and will 
further on be elaborated in this sub-category by the informant’s struggle against the mental 
health problems. They mentioned contributing factors to the patient identity, and spoke of the 
abnormal to be accepted as normal. This sub-category will also contain the informants’ 
experiences with excessive acceptance, and confusions about what are themselves and what 
are symptoms. This sub-category will be completed by mentioning the contributors that were 
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described as important for enhancing their individual identity and for letting go of the patient 
identity. 
 The informants spoke of changes in their reaction patterns, manners and functions 
while having mental health problems. The changes varied in description and of diagnosis; 
Exhausted, slow functions, low energy, reduced attention, reduced concentration, poor 
memory, fatigue, sleep a lot or sleeplessness, overtiredness, extreme need for rest, stress, 
reduced self-efficacy, unhealthy personal life e.g. excessive sex and alcohol intake, deadlock, 
easily emotional or ambivalence. The informants expressed that the changes affected work 
and created insecurity about own reactions in public places. Several informants mentioned 
that they did not want to make a fool of themselves.  
They accentuated that they did not see or accept the mental health problems when 
they became ill. Some felt that the diagnoses were thrown at them. Veronica said that when 
she received the depression diagnosis, it was harder to handle than the anxiety diagnosis, 
because the depression diagnosis was unforeseen. Even after they had been given their 
diagnosis they would not accept it. The diagnosis was not something they wanted to be 
identified with, but they could not resist when it became too much to handle. They did not 
have more energy or faith left to continue fighting against it. 
 
Christine: At one point I had come to stage where I really identified myself with the 
diagnosis, the personality disorder and patient role. So I have done an enormous amount of 
resistance against actually wanting it, but it still came. A bit like self-fulfilling prophecy then, 
because there were situations I felt completely helpless and perplexed. 
 
The mental health problems became too much to handle, the informants emphasised 
several factors that contributed to forcing the patient identity on them. Veronica reasoned the 
patient identity by her solitary coping with her mental health problems and by having a lot of 
thoughts and concerns about her health problems. Being alone with the mental health 
problems made the patient identity insistent. Several of the informants experienced that when 
they tried to sharpen up and fight their mental health problems, their condition worsened. 
The relation to their family and sometimes friends also changed, they became what 
the informants mentioned as care assistants (elaborated in the social support category). This 
reinforced the patient role. It was hard for them to be themselves entirely when they were put 
in a new role. The role as a patient was expressed as increased when they were among friends 
and family. At work it was easier to only open up to a limited group of people so that they did 
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not risk being considered as anything else than themselves. It was a good arena to be kept 
away from the patient role and to be met on the same premises as others. The psychologists 
(in institutions as well as private psychologists) were mentioned as good support in the work 
of the informants finding themselves and what was important to them. Although they also 
strongly expressed a hope for this support to be more emphasised in the treatment to magnify 
their individual identity. Caroline mentioned that the nurses forced the patient identity on her 
by explaining her actions by symptoms. 
Some of the informants expressed the changes to be easier later in the recovery 
progress, and spoke of the changes as expected to be persistent. Emma was the only 
informant who had been in therapy over decades and expressed that the abnormalities had 
become normal for her. The informants said that they finally saw themselves as healthy, but 
with many challenges to consider. They talked about acceptance of the changes: 
 
Julia: I must still live with not having the energy level that I used to have. And it is 
something I try to adjust to almost every day. Because it is difficult, even if it is a long time 
since I was ill, there are many times I have burned myself by taking on too much. Things that 
I earlier knew that I could have managed, but today, I have a completely different energy 
level. I have a completely different threshold for noise, and for stress. I notice it right away if 
I get very stressed, but I have been very good at calming down and not to stress. If I get 
stressed, I have become much better at just lowering my shoulders and relax. So for the 
future, I think I just have to keep doing the same, and then I just have to accept that I am 
never going to get to where I was before I got ill. 
 
Caroline specified that the patient identity had been taken too far in the community as 
an excessive acceptance. She referred to diagnoses that are more spoken of like ADHD 
(Attention Deficit Hyperactivity Disorder). In her view, a lot of people define themselves 
through their diagnosis and use the diagnosis as an excuse for inhibited behaviour. Blaming 
their behaviour on the diagnosis. The informants stressed that they might have accepted the 
mental health problems, but that they are not their diagnosis. 
The diagnoses were seen as vulnerabilities in the individual as a person, but not 
something that defined them. They had experiences with personality traits being mistaken for 
symptoms. The informants themselves felt that it sometimes was difficult to know what 
aspects of them self were the mental health problems, and what was part of their personality. 
It was hard to know if they reacted by their symptoms or by their genuine attitudes and 
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feelings as a person. For example if they became angry, it was difficult to know if they 
became angry because of high symptom pressure or because they had attitudes towards that 
specific subject that enforced these feelings of anger.  
According to the informants, the questions about feelings as a person and feelings 
caused by symptoms would be hard to find an answer to without therapy. The informants 
themselves also contributed to letting go of the patient identity. Caroline retrieved her 
identity when she stopped referring to her feelings as something sick. Instead of feeling 
anxious she referred to it as feeling worried or afraid. She said that she demanded her feelings 
back as a part of herself as a human being and not as a mental illness. Work was maybe the 
most important contributor to retaining their identity as something else than a patient. 
Even though they mentioned to have accepted the mental health problems and 
accepted possible changes, they still had concerns of relapse and about the vulnerability they 
described to be within them. That they somewhere had certain features and sides that made 
them vulnerable for pressure or for that certain diagnose. 
 
Elisabeth: But it's very scary, that is what I am thinking. It is a little scary when you 
first have been there (been ill). Although I do feel like myself again today, and think about 
these things as more of a resource rather than as something negative. Then, I am very 
anxious as well, to go back there again. And that is a little scary because I cannot run away 
from myself. So, I do have some features and sides somewhere that I should be aware of. 
 
 The employee identity. The sub-category employee as an identity was described 
through positive aspects of being employee, the use of diagnoses, incompatible values 
between identities, and loss or lack of employment. 
The informants mostly spoke of work as desired and showed motivation to work in 
many various ways. The informants saw work identity as important because the mental health 
problems was more forgotten when they were at work. It was therefore important that the 
employer considered them as more than just their mental health problems or diagnoses, and 
encouraged their worth as an employee as well as an individual. According to the informants, 
the employer and the psychologist have a responsibility to secure this and to be active in 




WORK LIFE AND MENTAL HEALTH, EMPLOYEE’S PERSPECTIVE 19 
 
Christine: For me at least, it have been more important to experience to be useful for 
others, more than others to be useful for me. Because after being a patient, one often become. 
Even though one is meant to have involvement and things like that, and you have to be the 
captain of your own ship and all of that. It becomes so much take-take-take-take-take. I was 
ill and tired of it at one point! I had to be allowed to give something back (…) I receive a lot 
by having a job I enjoy, a job where I can feel that I get to use my qualities and to be 
challenged in a way that makes it fun. 
 
They emphasised that the use of diagnoses only were meant for the psychiatry and not 
for the employers. That way they expressed a wish to keep the patient identity out of the 
workplace. The informants justified this by diagnosis being an instrument, which needs six 
years of education to be rightfully used. It was mentioned that the diagnoses belong on the 
paper to the psychologist, psychiatrist or NAV employees who takes care of the patient and 
their mental health problems. The diagnoses were underlined to not be used at school, 
university or at work because it is a part of a toolkit.  
 
Caroline: It is not a tool to be used. Just like a scalpel is a tool for a surgeon, but it is 
not, the patient does not take the scalpel out of the operating room to wave it around. 
Dangerous-dangerous, right. You don't. It is a specialised instrument for a surgeon (...). A 
psychiatric diagnosis is in the same way, in fact, an instrument that is made for the therapist 
and the health care system. It is not there to describe anything about me. It's not about me at 
all! It's about my illness. 
 
The diagnoses have to be taken into consideration at the workplace as vulnerabilities 
and not as diagnoses. According to the informants, the vulnerabilities that were caused by the 
health problems should be taken into consideration without focusing on the patient role. The 
informants wanted a dialog between the employer and themselves as employees, to talk about 
symptoms, limits and care instead of label tags and diagnoses. That way they might avoid 
stigma and wrong assumptions. The informants expressed a strong wish for the employers, 
psychologists, psychiatry and other health services to encourage the employee to this 
conversation as a gesture of support. The informants thought people should continue bringing 
all the parts of themselves as human beings to work, and be honest about everyone being 
emotionally conditioned humans. 
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 One mentioned downside of work was that when the values in their work were 
incompatible with their own, it felt like a threat to their identity. Elisabeth discovered a 
change in her behaviour by adapting to strategies to perform good at work. This made her 
scared of losing her own values and identity. Maria was bullied for her work role and 
responsibilities at work and not as a person, even though it was taken personally in the end. 
The informants expressed an existential crisis as a result of struggles with change of 
behaviour and incompatible values. 
 The problems occurred when the work identity was lost by unemployment. The 
feeling of not being able or allowed to go to work, university, or to do daily activities like 
others do, made their situation worse. Informants expressed that when they were not 
participating in the community, important aspects of them as a person tended to disappear. 
The informants explained this partly with their identity being built on the interaction with 
others and that the varieties in the workdays developed and stimulated their identity feeling. 
The informants were afraid to be economically dependent on their family (as some of them 
had been), to lose themselves by becoming dependant of others. To be employed was 
important for retaining their identity as a person and as an economically independent 
individual. They also pointed out that it was hard to retrieve a work identity when they had 
been out of work life, even though it was just for a couple of years. The patient identity had 
then taken over their life and it was hard to retrieve their personal identity or work identity. 
Together with the loss or lack of work, they also lost the possibility to participate in the 
community, social interaction and economic independency. 
 
 Martha: To go unemployed or not knowing what you want to be is the most boring 
thing there is. Because it has often been a problem previously, that I had no idea what I 
wanted to be. I had like absolutely no ideas, and now I feel that I want to be a hairdresser. I 
thrive very well in that occupation. And then a very big part of what I’ve struggled with has 
disappeared. 
 
 To be an employee was seen as a confirmation of the informant as an individual. 
Work was specified as strengthening to their identity as a person, and suppressing their 




WORK LIFE AND MENTAL HEALTH, EMPLOYEE’S PERSPECTIVE 21 
 
Identity summarised. The informants stressed the importance of acknowledging 
their identity as an individual, and employer to secure a sense of inclusiveness. It was valued 
to focus on the employee as an individual, acknowledge them as the same person they were 
before they became ill, and to sustain their interests. Employers should not categorise or give 
their employees a new role based on their mental health problems, not treat them as anything 
other than normal, because others perception of them influenced their identity. They wished 
for others to consider their difficulties with change, feelings and symptoms, and to show 
understanding for the changes in reaction patterns, manners and functions that varied by 
diagnose. The diagnoses and labels should be avoided and replaced with symptoms, limits 
and care. It is important to encourage and focus on their identity as an employee. The 
individual identity and the identity as employee were stated as positive, and should therefore 
be sustained by the employer. 
 
Social Vulnerability 
 Acknowledgement and social support were accentuated as opposites to rejection and 
vulnerability. By the informants’ descriptions, the vulnerability was directly connected with 
having mental health problems. The informants used words such as defeat, loss, weakness, 
conscience, whining, stigma, taboo, shame and powerless to describe their feeling of 
vulnerability. The degree of vulnerability depended on situations. This category describes the 
vulnerabilities the informants had experienced in different situations due to their mental 
health problems. The category is divided into four sub-categories that describe the 
vulnerabilities the informants experienced as important for employers and others to consider. 
The sub-categories are openness, power relations, others with mental health problems, and 
boundaries.  
 
 Openness. In this sub-category it is argued that lack of visibility is a reason for 
openness, there will be given reasons for not being open. The informants’ aspects on 
openness in new employment will complete this sub-category.  
They felt that their problems were not as accepted as physical problems, and that it 
was difficult not having a visible health problem. Self-harming could be a way to make it 
more noticeable for others. Caroline expressed that you are not growing green skin just 
because you have mental health problems; therefore, it requires openness for others to be 
aware. They gathered strength and energy to perform their best in certain situations, 
especially at work. It was therefore hard for colleagues or others to see their lack of energy. 
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In retrospect, it was understandable if it was confusing and difficult for others that they put 
on a facade to avoid showing vulnerability. The informants also mentioned that hiding the 
problems obstructed support and sympathy.  
 Several of the informants emphasised that they did not have the energy it would take 
to be open with close ones. They had anticipations that being open would result in further 
questions or advices they did not want to hear. They feared that people would encourage 
them to resign from work, and not think about long-term consequences. It was easier to 
isolate themselves to avoid explanations than to have a conversation about their health 
problem. They needed someone to overcompensate extremely for the judgemental attitudes 
they had within themselves about mental health, but they did not trust anyone to be able to do 
that. How people would react was a serious concern because they could not be certain of the 
response. 
 
Emma: I’ve been open, and it ended with misunderstandings and slander. You do not 
manage to function without talking about how things are. Just as healthy people who are 
going through a breakup. They too have a need to tell in order to function. But as we natives 
of northern Norway say, "It is too late to blow one's nose when the nose is gone." And 
slander affects a mentally ill differently than someone healthy. Openness is a dilemma that is 
especially intrusive for newly ill, you often say things you shouldn't. 
 
  The informants had concerns about themselves as weak. They described mental health 
problems as loosing or being defeated because they could not handle the work pressure, or 
because they had failed on something they had invested themselves in. They had also 
expressed feelings of defeat because their social life did not work as it used to. The word 
shame was used a lot and was described as awful and degrading.  
 
Elisabeth: And that is also the reason I do this (interview) with certain ease because it 
is important for me to show both for myself and for others that this is, this isn't something 
that should be hidden, it is not something I should be ashamed of. But I am actually, even 
though I say all these things. There is plenty of shame in it, it actually is! There is nobody 
who wants to present themselves as a total loose cannon, out of control. It's hurts tremendous 
to lose control. 
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 They felt dysfunctional and worthless. Destructive thoughts lying behind the feeling 
of shame made openness difficult for them and they avoided openness to protect themselves 
from stigma. Earlier experiences with bad outcome had left the informants in a vulnerable 
position. It felt better to be silent because they did not know how others would react. Others 
avoided openness to protect themselves from acknowledging their health problems, because 
to be open would be to accept the problems and admit that they had failed. It would be a 
confrontation of the fact that they were not able to handle their job or that they could not 
stand against the pressure. To be open would be like expressing that they had given up, and to 
show others that they were vulnerable.  
 
 Emma: I have a wish that it could be just as normal to say that I'm depressed as to say 
I have injured a knee. It is painful that people must keep their cards so close to their chest. 
There is something about the successful pressure today, there is a disparity between 
removing the taboo and success pressure. The success pressure today is worse than ever and 
it makes it difficult to be open. 
 
The informants saw mental health problems as a taboo that was stigmatised in the 
community and had assumptions that the stigma would affect their working life. Some 
stressed the importance of employers not being afraid to hire applicants with mental health 
problems, meaning that employers had a responsibility to hire applicants with mental health 
problems to decompound the attached stigma. 
The informants brought up vulnerable aspects with new employment. Some stating 
that it was important to be open about their health problems from the start. This was reasoned 
by possible consequences of not being open, such as confusions, bad care or lack of 
understanding. Julia was the only one who felt that her diagnosis (Post Traumatic Stress 
Disorder) was accepted and was therefore open about her health problem in all her 
employments. David did not tell his new employer about his health problem, because he did 
not want the evaluation of his work to be affected by that knowledge. He though about being 
open, but his general practitioner and his union advised him not to because they had 
experiences with similar cases where the applicants were not hired. Sarah got a new manager 
during her sick leave and did not have a relationship to her, so she did not feel like sharing 
her difficulties with her. Several of the informants regret not being open about their health 
problems. Those who felt they were healthy emphasised the fact that it was not important to 
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inform their employer about their health problems because it was something in the past that 
would not affect work, and would not need care for neither.  
There were many concerns with the consequences of being open. The potential 
negative consequences made it easier to suffer in silence. The informants stressed the 
importance of employers who encouraged openness and reassured them of opposing negative 
consequences. 
 
 Power relations. The subjects in this sub-category is important for inclusiveness at 
work because it reflects the vulnerability that lies in different power relations. It will be 
important to secure inclusiveness and care in a way the employee understands so that they 
feel safe and less vulnerable. This sub-category starts with introducing power relations that 
arise with the threshold of openness, and the consequences this might have by breach of trust. 
Power relations were also noticed in the job market, at work as an employee in general and as 
an addiction to work. The informants said the power relation at work was a reason for not 
being open. The last paragraph will argue the difference between personal and private 
information. 
 The informants emphasised a power relation and mentioned a threshold that was 
passed by opening up. The moment they opened up, they felt they stepped over this threshold 
and that the relationship changed. It put them in a vulnerable position around the person they 
were opened up to. The reason they felt as the weaker part in this power relation was because 
of previous experiences with breach of confidence after being open. To be taken out of work 
was an example the informants used to describe such a breach, by not renewing their 
contracts (even though that is not legal), advising them to resign or change work tasks 
without their approval. A second example was that opening up to others and subsequently not 
being taken seriously felt like a rejection. The thoughts and emotions that arose in earlier 
situations were reactivated when they decided to be open in situations later. The choice 
between being open and making themselves feel vulnerable versus not being open and miss 
the chance to receive support was challenging. There was also an expectation that some 
things would backfire, meaning that care must be taken when speaking with others. It felt 
dangerous if others got too close because if they of their mental health problems, this would 
make them vulnerable. 
 As mentioned there were several informants who changed or had plans to change 
work, some also had experiences of being unemployed. The informants specified feeling 
vulnerable in the job market. They felt vulnerable when applying for work because they saw 
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themselves as weaker applicants. Informants also brought to attention difficulties promoting 
themselves in the job market with a hole in their Curriculum Vitae, or by being open about 
their health problem. Completion of high school education at the psychiatric institution was 
also underlined as embarrassing information to include in the Curriculum Vitae. Those who 
had completed therapy and accepted the health problem wished to use their vulnerability as a 
strength in their work life. They hoped the employers could see it as a strength too. Christine 
mentioned that applying for part time work often was more attractive because the reduced 
hours of work would be more bearable considering her health problems. The employers were 
seen to have different expectations of the employee in reduced positions. The informants 
expressed a wish for more reduced positions in the job market. 
 The informants emphasised a power relation at work. They felt vulnerable because of 
the power relation in the employment, but also because of their mental health problems. The 
power relation was stronger at work because the informants described the consequences to be 
disastrous. They emphasised that most people would like to stay in the position as employee 
as long as possible, and that would automatically make them the weaker part. Therefore, they 
were frightened to be open about their mental health at the workplace because they felt they 
were automatically put in a vulnerable position where work could be deprived.  
 
 Sarah: I am so afraid that it will get some consequences, the things that would come 
up on "dialogmøte", but it was okay. No diagnoses revealed and I was very pleased with that. 
(…Consequences such as) that they do not want me to work. That it is grounds for dismissal 
or. I do not know. I'm really afraid that they, because I have the diagnosis I have. If it is 
something that comes up on a "dialogmøte", then I'm afraid it will destroy my employment. If 
one has a broken leg, it is much easier (laughs). 
 
 The informants expressed worries about not being good enough as an employee. They 
spoke of feelings of guilt and shame for not fulfilling the capacity needed. They were 
vulnerable because they felt they could not work the anticipated amount, or with the capacity 
that was expected of them. It was pointed out that the employer needed the work to be done. 
They highlighted that it made everything easier when the employer knew why they could not 
come to work, although they felt guilty because it affected their employer and colleagues. For 
some, their conscience pushed the fear of not being good enough too far. So far that that it 
was partly what caused their health problems. These emotions made them especially 
vulnerable. The informants felt that everything they did as an employee was filled with 
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vulnerabilities. They felt that way because it was easy for the employer to say that the error 
was in them personally, without having respect for their mental health problems. Several of 
the employees have experiences with conflicts at work that they felt were affecting their 
mental health. Employers have more power in such situations, so the informants felt there 
was not much they could do as the weaker party in the conflicts. 
 Work was compared to the feeling of power-abusive relationship because they could 
not let go of work since it gave them so much, but at the same time they felt hurt by it when it 
became too much. They needed the employer to set limits for them, pay attention and be 
mindful because they felt they could not take care of themselves and see when they were over 
worked.  
 Several of the informants used the words “personal” and “private” to describe a 
difference between work life (personal) and family life (private). The private information that 
was shared with family would be talked less about in work life due to the power relation. 
They said there was not a definitive limit between personal and private information, but the 
limit had to be felt to secure oneself from misuse of the power relation. As people did not 
have confidentiality, they could easily tell others who were not meant to know, thus making it 
a breach of confidentiality even though it was not meant to be. The power relation was 
mentioned as a barrier to tell others about vulnerable information. Information that could put 
the informant in a bad light in front of others whom they would like to keep the information 
from.   
 
 Caroline: To let others into your personal life. There is a power relation in that. If 
you know a lot more about my vulnerabilities and weaknesses, and about my life and how 
things are going there. More than I know about you and your life. Then you have an 
advantage in our relationship. And we are never. We never signed any contract about, if I get 
to know a lot about your life then you should certainly know a lot about my life. But with 
close family, you are so close anyway, so they will find out. So, the private life is a lot more 
intruding in the nearest relations. 
 
 The employers’ have confidentiality, but it was stated that they could abuse their 
power to change different aspects at work, like work tasks. It was easier to keep the health 
problem hidden at work than in front of friends and family. It was good to be around people 
who did not see them as vulnerable and who wanted to be around them for other things. 
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Therefore, it was often evaluated as beneficial to not be open about it. The workplace could 
be used more easily as an arena to be themselves entirely, free from their diagnoses.   
 
 Others with mental health problems. In this sub-category the informants’ relation to 
others with mental health problems will be described. The vulnerability in relations including 
others with mental health problems was outbalanced, because they also showed vulnerability 
and knew how it felt. 
 The informants felt their problems were so overwhelming that they did not anticipate 
others to be able to understand them. They said that people could be empathic or that they 
could try to put themselves in their situation, but they believed that only people who had 
experienced it truly knew how it felt. They said it was hard for others to comprehend mental 
problems if they lacked knowledge of, or experience about it. Without knowledge, it was 
assumed that others could not help positively. Therefore, it was easier to trust someone who 
had experienced mental health problems and knew what it involved. 
Four of the informants mentioned finding support in others with similar health 
problems. David had a colleague, Julia had her godmother, and Veronica and Martha had the 
nearest leader. Those who had experienced mental health problems themselves were 
specified as more understanding. This understanding was by the informants described to be 
different and better than others could convey. When asked what they did differently the 
informants mentioned that they understood that their absence should not be accepted, and 
although it was rejected, the support kept coming. They understood that they did not want to 
be in crowded gatherings, sent them messages, initiated contact and asked them to join them 
at a café. To stay in contact and invite them to social things or to talk alone was stated as 
important. This was Julia’s answer when she was asked what her godmother did differently: 
 
Julia: I do not know how to describe it, but there was no one else in my family who 
took me for a drive. Somehow, can you tell me if everything is all right or. But she realised 
somehow that my absence, it was maybe a cry for help, or something like that. See me, do 
something, just something. So. Just like bodily contact, like striking me and such. That 
actually means a lot to me that she actually did it. There is no one else who did it, of the ones 
in my family. It might be the reason why I felt that she understood me in a different way. 
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They were more patient and understanding in the descriptions the informants gave, 
compared to others. For Veronica and Martha to know that there was someone else at work 
that knew and understood, because of similar experiences, made them feel secure. The power 
relation and feeling of vulnerability was not present here because they felt equal. According 
to the informants, others can learn by these experiences and try to convey the same support.  
 
Boundaries. This sub-category is built on the informants’ statements on boundaries 
that were made to reduce vulnerability. Benefits occuring from boundaries, reasons for 
boundaries and factors reducing vulnerability will be described, and how boundaries were 
made in the knowledge of possible relapse will be mentioned.  
The boundaries were made to maintain their health, prevent relapse and reduce their 
vulnerability. The boundaries also gave them a sense of control. To set boundaries required 
that they knew what to prevent, and which signs to look for. For those informants who 
experienced mental health problems for the first time (see table 1), it required that they were 
at the end of therapy (David), or that they had completed therapy (Elisabeth) and they 
accepted that they had mental health problems. 
The boundaries they made for themselves were a confirmation of their vulnerabilities. 
Most of the informants seemed to be aware of their vulnerabilities and had learned to take 
them into consideration. Boundaries were made so that they were in control of how to 
respond to the feeling of not coping, not having energy or not being good enough in their 
own eyes. They had learned how their bodies gave hints and how to respond to these, e.g. 
breathe with the stomach, take a break, sleep. Boundaries were made so that they had 
structures and guidelines around them. Most work environments were mentioned to have 
something that affected their vulnerabilities; the boundaries balanced this by giving them a 
sense of control. The need for control was mentioned by most of the informants. Stability in 
everyday life and predictability in work tasks over time were expressed to reduce the feeling 
of vulnerability.   
 Social support was accentuated to be important for reducing vulnerability. The 
informants mentioned different factors as contributing to reduction. Veronica was ashamed 
until she learned her triggers and boundaries, then it was easier to be open with friends. Her 
openness resulted in others being open about their problems too. Julia felt less vulnerable 
when the health problems were talked through, and questions that earlier would provoke 
strong feelings were now peeling off. Meditation, self-help books and social support was 
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mentioned as something that reduced vulnerability as well. Martha also mentioned education 
as a safety against vulnerability as something to fall back upon. 
 The fact that they had made boundaries for themselves meant that they were aware of 
the possibility of relapse.  
 
Elisabeth: I am overambitious, I am super idealistic and have no. I am limitless. I do 
not have any limits for myself. But I think a lot about being careful, I have to secure some 
structures and rules around me that prevent me from being burned out again. Even though I 
will not go back to that type of workplace (…) I think a lot about it, how I’m going to secure 
and prevent relapse, because I think that is a scary thought.  
 
Several things was mentioned as preventive, e.g. Healthy food, enough rest, sleep, 
limits at work concerning amount and hours of work, pleasurable activities and exercise. The 
vulnerability was expected to be reduced if relapse occurred compared to the first time, 
because they knew the reactions of their social network, the routines of the health system and 
their own reactions. The boundaries could also help them to separate themselves from their 
mental health problems. These boundaries had to be respected by others, as an 
acknowledgement of the vulnerabilities within them and as a gesture of support. 
 
 Social Vulnerability summarised. To be able to secure inclusiveness and to covey 
support the consideration of the employees’ vulnerabilities and challenges was stated as 
important. It might be difficult for individuals with mental health problems to understand that 
their problems are not visible. However, some felt it was too visible, and therefore put on a 
façade to hide their problems in some cases. This obstruct support, and it is therefore 
important for others to respond to signals and encourage openness. They felt like the weaker 
part because of their health problems, and implementing care in a way that the employee 
understands is valuable. Employers should hire applicants with mental health problems to 
oppose stigma. These vulnerabilities were outbalanced when they were among others with 
mental health problems, because they felt as equals. They had boundaries that should be 
respected because these had a preventive cause. In general, massive support should be 
conveyed to refute the vulnerabilities and to secure inclusiveness. 
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Social Support 
The informants emphasised social support as affecting openness. Experiences of how 
their openness had been met affected how they evaluated the need of support. Sometimes the 
risk of being open has been valued as larger than the need for support. If the opportunity of 
support were given, it was important for the support to be sincerely conveyed. This category 
is about how support can be conveyed and how it reflects the importance of finding the 
balance between too much and too little support, so that disempowerment or exclusion does 
not occur. This category is divided into four sub-categories that reflect the informants’ 
statements regarding support from family and friends, social health care, and employer and 
colleagues at work. Lack of support will be described in the last sub-category. They all reflect 
the value of social support as employee with mentally health problems. 
 
Family, friends and others. This sub-category gives a description of the informants’ 
focus on support in relation to friends, family and others. The types of support that were 
mentioned in this sub-category were by the informants propounded as adaptable for the work 
life. It was stated that when support from friends, family or others was lacking, the support at 
work became even more important. It might be valuable for the employers to understand 
aspects in the private life to be able to convey support at the workplace. This sub-category 
will focus on types of support that were stated as appreciated, the one special person who 
supported them more than others, change of relations when next of kin became care 
assistants, and economical support.  
The informants brought up support as a topic and had no problems giving examples of 
support they appreciated. Tom expressed as next of kind that it was good to have “sick free 
days” every week, where the subject of conversations was everything else than mental health. 
Support could be given by just being present, being quiet and listening to the one with mental 
health problems. Positive thoughts and doing things that were perceived to be good that 
specific day should be in focus because the preferences might be changed the next day. It was 
comforting to receive such an amount of support that they had no doubt that the loyalty, 
presence and support from others was lasting. To be told that they were valuable as a person, 
that it was all right to reduce the work amount (not resign), and to express a genuine 
acceptance for and focus on the human worth instead of large achievements. Other 
suggestions of showing support were to buy flowers, participate with practical things like 
making dinner or go for a walk. For others to ask if they should come visit when the 
informants were hospitalised at a psychiatric institution were also perceived as positive. The 
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most important thing was to say I am here for you, I see you and to give the informants time. 
Christine said that it is allowed for everyone to step wrong in an effort to help. They 
understood that it was never easy to know how they would respond to the help given, and that 
there was never a guarantee that the help would be received. Support was also misinterpreted. 
It was therefore important that the next of kin kept trying in different ways, and did not give 
up hope. It was of importance that the support from the employer and colleagues was given in 
a way that the colleagues themselves felt best suited. The support was seen as 
acknowledgement. It was described as valuable for the self-esteem and to avoid feeling 
rejected. 
Some of the informants had received more support than others in general, and some 
had a larger network than others. However, all of them were thankful for those who had stood 
by their side and never left, although the informants had not let them in or been open about 
everything. Even if others never understood everything, they knew they were loved. Most of 
the informants had at least one person who supported them more than others. That person 
was emphasised (by those who had completed therapy) as valuable for the recovery process 
and for the encouragement to work. The following example does not illustrate the lasting 
support from the one person that most of the informants mentioned, but it summarise the 
aspects that the informants emphasised.  
 
 Elisabeth: I was just lying at home, I had nothing to do, did not have the energy for it 
so I was just lying in bed. And I remember one time she came (laughs), so she came home to 
me and said that YOU, GET UP NOW! And pointed like (using her index finger to illustrate) 
towards the shower. And then we went down to, what is it called, Kristiansand. It was 
incredibly fun, that is why I remember it (…) But it is actually the only time I remember that 
some of my friends have said that hey, enough is enough! (...) First of all we had much fun, 
but it was a kind of reminder of, yeah, that it is no use, to lie down and isolate yourself. It is 
funny because it was a reminder of that, at the same time as it is a painful reminder if you 
know what I mean. Because it is also a reminder that I do not manage it alone.  
 
Change of relations regarding next of kin becoming care assistants were stated by the 
informants. They supported them more than ever could be expected. Especially those who 
expressed to have had mental health problems for a longer period mentioned their mental 
health problems as debiting. Emma mentioned that some of those who have chronic mental 
health problems have enough with themselves, so that taking a significant other into 
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consideration or establishing a family is not an alternative. The significant other would 
become a care assistant. This is an insecurity she expressed. The informants mentioned it as 
important for the next of kin to set limits for themselves. When the mental health problems 
became too much for the next of kin, the best thing they could do was to spend some days 
apart. It was important for the informants that the next of kin took care of themselves too.  
For the next of kin to help the one with mentally health problems too much was 
mentioned to be a disservice, because the support worked against its purpose and they would 
end up doing more work than necessary. It was emphasised that others should let go because 
they cannot be in control of the one with health problems all the time. The informants 
emphasised the need for space to develop, to be allowed to contribute both at work and at 
home and to have a sense of achievement. Next of kin were encouraged to be careful so that 
the informant did not get addicted to having support all the time, because then they could stop 
believing in themselves. The informants described an underestimation of people with mental 
health problems. Too much help could give them the feeling of being disempowered or 
excluded. It was a medicalization that removed their self-efficacy, which is reflected in the 
identity category. 
It was also mentioned that it was not easy for the next of kin to know when they were 
helping too much or too little, especially when the informant had gone from bedridden to 
recovery. The informants stated it as particularly important to be challenged, feel 
achievement and not be held back when they were in the process of recovery. It was not that 
easy for the informants themselves to notice the change either, so the balance of help had to 
be tried out. 
Some of the informants’ families had been economically supportive. The informants 
were thankful for the development of the economic support from NAV that had been 
elaborated the last ten years. To be economically dependent on others was something that 
they were not fond of because it made them feel like a burden. However, they were thankful 
for those who supported them when needed. 
 
 Support from health care services. The support from health care services affected 
the employee’s return to work. In this sub-category it is reflected how the informants were in 
need of the health care services to give them the support they needed to function at work. 
Some of the informants were very satisfied with the quick evaluations and help from 
psychiatry and general practitioners, others had different experiences. Some informants did 
not feel heard by their general practitioner. Others were heard but felt misevaluated. The 
WORK LIFE AND MENTAL HEALTH, EMPLOYEE’S PERSPECTIVE 33 
 
informants expressed it to be the employers’ responsibility to inform them about different 
services provided. In this sub-category the following will be described; the informants’ 
relationship with their general practitioner and the value of their evaluation to be heard and 
not misevaluated, therapy, the health care services in general and the spread of information. 
A good relationship with one’s general practitioner was valuable for openness, and 
the relationship also affected whether advices were accepted and respected. Those who were 
satisfied with the help received accentuated that their general practitioner took time to 
uncover all problems, and sometimes helped the informants seeing or describing the 
symptoms. They expressed having an open and stable relationship with their general 
practitioner where they could easily express their concerns. Most of these informants had the 
same general practitioner over a longer period, and had consulted them with other problems 
earlier. They had built a relationship with their general practitioner. Good communication 
was also stressed as important for being open and for whether the advices were accepted or 
not. At least six of the informants (Tom, Elisabeth, Christine, Caroline, Julia and Veronica) 
had experiences of being advised, opposed to their own wishes, to resign from work. This 
was strongly felt as a rejection, and in these situations the support seemed totally absent. It 
was also stated that some went to work even though the general practitioner recommended 
them to be on sick leave.  
A few of the informants had both somatic and mental health problems. Some also 
described having a weaker immune system while having their mental health problems. 
Sometimes they had problems knowing if the struggles were partly mentally caused or all 
physically, and what was what. In these cases, both psychological and physical attention was 
needed. It was stated as presumably hard for the general practitioner to evaluate this, but it 
was expressed as important to estimate the mental symptoms. 
Some had been at their general practitioners office without any progress regarding 
their mental health problems. When these health problems escalated, the help was given more 
immediately. To not be heard or believed before the health problems had escalated were 
described to make the informants feel unsecure and worried. Several informants had thoughts 
regarding their condition to have had a milder outcome if help had been put into effect 
earlier. The evaluation of the general practitioner was mentioned to affect the employee’s 
return to work. It was also mentioned that it was probably hard to tend for the employee if the 
employee themselves had uncertainties about the reason for feeling ill. Not to be evaluated as 
having health problems might have meant that employees who should not be at work were at 
work.  
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Anna: So dad took me to the doctor and I think both my parents and my teachers had 
expected that my doctor would give me a referral to, I do not know if it was BUP at that time, 
BUP (The Children’s and Young People’s Psychiatric Out-patient Clinic) or PPT (The 
Educational and Psychological Counselling Service) or what he called it. But he took some 
blood tests, and we were told that the blood samples were okay, so there was nothing more 
than that. So when I came back on my own a few years later, then, I think he realised that 
things were a bit worse. 
 
They emphasised the amount of time spent at their general practitioners office as 
important for having time to clarify the actual problem. Some of the informants argued little 
time as a reason for improving access and lowering the threshold for therapy in the 
community. They mentioned that the psychologist had better time to talk, and that it would 
have been easier to go directly to the psychologist than to the general practitioner to receive a 
referral. When they did get help from the general practitioner and received a reference to 
therapy, long waiting lists were experienced, which was not satisfactory. It should not be 
necessary to wait when feeling in need of therapy. They waited because it was cheaper to be 
referred than to localise a private psychologist. When therapy was put into effect, the 
informants felt relieved.  
 
 Veronica: Because when I first got the diagnosis and knew that I was going to 
treatment and was to start on medicine, then it was just as if I could finally relax properly 
and then I collapsed completely. I was so tired, so it was really just to sleep, I was a little, 
until I had a little more energy. And then it was really necessary that I was not at work either. 
I do not think, I do not know how I would have gotten myself through the day. 
 
For those who were informed about the diagnosis as something to work their way out 
of, perceived it to be highly encouraging. It was also reassuring to be told that the 
psychologist would be available if something were to happen, e.g. relapse, even though the 
informants knew that the health system could not guarantee the same psychologist. The 
psychologist’s help with new coping strategies that also could be used at work were 
mentioned as valuable support. The psychologist also helped with which warning signs to 
look for regarding relapse, and how to set boundaries for themselves. Sarah was the only one 
pointing out desires from her psychiatric institution that were not merely therapeutic. She 
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wanted an emergency plan in her journal and a user controlled bed (a bed in a ward available 
for her when needed).  
There were some unfortunate examples given by the informants where they felt that 
their treatment process was not adjusted to their needs. Anna was sent to group therapy where 
she got panic attacks and got individual therapy after requesting it. David had to see several 
general practitioners, and Anna had evaluations by four different psychologists. They 
experienced it as hard to tell the whole story to several consultants compared to consulting 
just one and the support therefore felt lacking. 
The informants highly praised information from various health care services in 
general, but the information from NAV was for some of the informants hard to retrieve. This 
information was regarding what rights and for how long they could claim support. They 
experienced that they were not heard, but if a professional said the same, it was easier to get 
approval. That felt discriminating, but at the same time it was good to have a psychologist in 
attendance to explain their case. The language to express needs was described as absent in 
several situations, to be allowed to bring a friend, relative or psychologist who could share 
the employees needs to cooperation meetings were emphasised as important. It was hard to 
know what to ask about, and what the possibilities to cover their needs were.  
They appreciated support from NAV such as work assessment allowance, time 
limited disability benefit or graded disability benefit. Education through the psychiatric 
institution was also spoken of as positive. NAV had seminars during which employers were 
informed about how to include employees with mental health problems; they stressed such 
information to be helpful in the work life.  
The psychologists’ were great resources for recovery, and “Senter for jobbmestring” 
was also positively spoken positively of. Health care services’ function for the prevention and 
recovery of mental health problems in the community were emphasised with enchantment. 
The informants wished for better knowledge of these in the community, and for these arenas 
to be used more frequently by people in general. The employer should encourage the use of 
company health service, psychologist, NAV, or other instances that could give the extended 
support that they did not expect from their employers. The informants brought up different 
arenas for openness where they could show vulnerability, and where social support was 
given; “Senter for jobbmestring”, “Bikuben”, “erfaringsformidling”, and the work and 
activity centre. Not everyone knew of these arenas before they got mental health problems 
and had a hope for employers or others to encourage and inform them about the opportunity 
to seek support at arenas like these. Helpful recommendations given by employers were 
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absent. Attending the arenas mentioned above is stressed as a good advice to receive from 
their employer.  
An issue the informants specified was that support could not be given if there was no 
knowledge of the presence of the mental health problems. A lot of them thought it to be 
better that way, the reasons for that are described in the category vulnerability. Therefore, it 
was very important for support to be offered if the employees were open about their 
problems. To see others receive support might encourage employees to show vulnerability 
and could make them willing to receive support too.  
 
Social support in aspects of work. The informants wished for both understanding of 
being too ill to manage and understanding of being ill but coping. This depended on where in 
the process the informants were and reinforced the need for inclusion of the employee in the 
evaluation of capacity. In this sub-category the focus will be on support as the employers 
responsibility, how work capacity has been evaluated at work, change of work tasks, 
understanding colleagues, and the balance of how much support to convey (balance was also 
mentioned in the friends, family and others sub-category).  
Support was mentioned as partly the employers’ responsibility together with the 
social health system, the informants themselves, family, friends and others next of kin. The 
informants mentioned that they did not need any kind of support. However, it was 
commented that the employer should notice their employees’ absence from work and should 
therefore take responsibility for including and safeguarding. As everyone in the community is 
expected to work unless they are on social welfare, it was argued that the employers are 
responsible for the employees to land safely and to implement routines for paying attention. 
If the employee made the choice to be open, it was particularly important that the employer 
clearly showed support and understanding. 
Evaluations that diverged with their own self were felt as the opposite of support. The 
fear of being misjudged or rejected was so large that they sacrificed the chance of support. 
Tom’s employer evaluated him as bad at cooperating because of being too quiet and not 
sharing his thoughts. For him there was a shortage of others asking him how he was. That 
judgement made him frustrated. It was highly emphasised that the employee should be 
included in the evaluation of their capacity. It was also pointed out that the care should secure 
acknowledgement and self-efficacy at a realistic level.  
 Several of the informants did not inform their employer about their health problems 
to avoid assessment of work capacity. They spoke of episodes where they lied about their 
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mental health problems and excused their absence with something else or by not giving any 
reason at all. Several of them stated that the employer have no rights to know why their 
employees are on sick leave.  
 Several mentioned change of work tasks, and Emma said that work tasks were easily 
lost when on sick leave. It was also stated as important to prevent risk of fault at work by 
taking into consideration the health problems and their consequences for work. The 
informants emphasised that it is all right to change work tasks, but that the changes should be 
decided in consultation with the specific employee it affects every time there is a need for 
change. This was accentuated to be done individually by the employer with the employee, 
and to be done again each time they have a relapse because the symptoms change and should 
therefore be treated differently at work each time. It was important for the informants to be 
allowed to participate and to do something they felt they could overcome. 
 
Christine: For some it is awesome to work outside in an environment, if you work in 
health care services and think that human contact is what is best for me right now. But I do 
think that I would have recommended the employer to examine that together with the 
employee who struggles with mental health problems at the same time as being an employee. 
I think it could become a more inclusive workplace in a way. 
 
As in the example, there were several of the informants that specified the importance 
of the tasks to be evaluated in deliberation with the individual with health problems because 
symptoms might vary from day to day, and because every situation is unique. They thought it 
should be mandatory for the one with health problems to participate in the discussions and 
determinations regarding their own working hours and tasks. It was stressed that a certain 
solution does not exist, because these parameters can vary.  
The colleagues’ understanding was stated as important. Different degrees of 
acceptance at the workplace was described. If the employee and general practitioner or 
psychologist evaluated them as too ill to work, then this should be accepted at the workplace. 
Sometimes, the management could be understanding and inclusive, but the colleagues did not 
have the insight or sympathy even though they knew about the mental health problems. They 
met employers and colleagues who did not understand why they were not able to work, when 
they were able to join social arrangements. As mentioned in the vulnerability category, some 
of the informants struggled to gather energy to be social. To be met with lack of 
understanding after trying to gather strength was a tough experience.  
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Christine: So I would try to come on Friday coffee and to stay at least a few hours. 
With a small amount of fixed time that I would be working, and thought yes, it must be very 
important to keep in touch with work and try a little bit to build it up again. I was greeted by 
some colleagues with "if you are able to come to Friday coffee, then you are be able to 
work". So that did not make it very easy to think that, yes this was a good idea. So there was 
the further problems regarding becoming quite helpless in my own psyche, while my identity 
as a worker and social worker was pretty much put to the test. 
 
After being open, some noticed that it was hard for the colleagues to know how to 
behave around them. Their colleagues looked at them differently than they normally would, 
looked more worried, and communicated and behaved more carefully. Colleagues did not 
make contact because they did not want to bother them, so they stopped asking them to help 
with tasks they normally would. The informants expressed a wish for their colleagues to ask 
them carefully instead of not asking them at all, so that they could make the decision 
themselves to do the extra work or not. It was hard to not be given the chance even though it 
was meant as a good gesture to protect them. They described people taking too much 
consideration and David reasoned this with communication.  
 
David: So even though I was open, so, tried to say that this is the situation and I will 
continue to work on this so just take contact, they would still take more consideration. Or, so 
they took more consideration, a little too much consideration in a way, but I do not think it 
had the opposite effect, I think it was just more that there were misunderstandings and 
although I communicated it quite clearly and was very open, it never gets very easy that 
people are taking consideration. 
 
 It was important for the informants to be met with understanding and demands, for the 
employer to acknowledge their absence by conveying support. They also wished for their 
management to give them academic support as well as care for their well-being. It was not 
good to be (as Christine stated) “understood to death”. It was accentuated that it is good to 
challenge the employee with work tasks as long as there is a possibility to give a heads up if 
it becomes too much, and that it is accompanied by encouragement and support. It felt good 
to be included and it felt good to have the opportunity to be able to say no thank you. If there 
were changes of work tasks or work hours due to the health problems, it was emphasised by 
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the informants that the changes had to be presented in a way that they understood. The 
employer have to take time to explain, give reason and encourage questions, and to approach 
the employee at their level of mental capacity at that time. Such conversations were the sort 
of support that was strongly encouraged and wished for by the informants. 
 There was a great variation in how open, and how many they were open with at work. 
Several of the informants described social grouping at work, where the in-group was the 
colleagues they confided to and the out-group not. The informants mentioned it to be easier 
to be open with a group of colleagues because it was hard to ask them about things without 
them knowing. It also felt safer for the informants to be open only within a limited group, the 
more people who knew the more vulnerable they felt. Some did not experience any kind of 
top down attitude, and especially Emma mentioned experiencing many exciting social 
arrangements through work. However, many of the informants did not want anyone at work 
to know. Sarah gave her colleague the contingency plan because she experienced it as 
comforting to have one colleague seeing the warning signs if she started to get mental health 
problems again. As emphasised in the vulnerability category, those outside of the in-group 
did not need to know. 
 
Anna: And then there are the ones outside that circle, who I don’t work so often with 
and who aren’t so close in age either. That probably doesn’t know any thing about it. She is 
like representative, whatever it is called, she probably knows roughly about it. But it is 
mostly just the ones I am familiar with, and my manager who, like, who knows the most. It’s 
sort of okay, I trust them to be keeping it to themselves and can, can cope with it. They have 
shown to be able to handle it.  
 
Lack of support. The opposite of social support is loneliness and exclusion. This was 
described by all of the informants. Loneliness, isolation, feeling alone, rejected, excluded, or 
outcast were the word that were used. All of the informants mentioned situations where they 
felt rejected or left out. Most of the informants talked about their own need for isolation. In 
these situations, the isolation was not described as loneliness, but more as a choice to seek 
distance from their surroundings. In other situations, the isolation was described as inflicted 
by others. The isolation was explained as both physical and mental. Anna mentioned that the 
transition from high school to university was hard because the everyday social support was 
lost. It was easier to feel alone and isolated. At work there was a closer social relationship 
and known faces. The social support was easier found in work situations than at university. It 
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was mentioned that care at university was difficult to comprehend by the informants who 
were students, and it was hard to know where to go or who to speak to.  
The informants described the lack of support in different arenas; Christine and Julia 
had experiences with being excluded from friends, Maria and Tom with exclusion at work 
(mentioned in work environment category), Emma described self-exclusion from normal life 
(described above), and Veronica felt alone with her health problems (mentioned in the 
vulnerability category).  
 
Martha: They could surely have tried better to put themselves in my situation, I have 
gotten the impression that certain people want you to just bite the bullet. But it is not that 
easy, and it is important that people realise that it is not so easy, it is actually an illness to a 
certain degree and you need to treat it as an illness, not just as sharpen up! It is going to be 
fine, because that certainly does not work. 
 
Each and all of the informants described some sense of lack of support, but Sarah was 
the only one who said directly that she felt lonely. The need for isolation was elaborated in 
the category vulnerability, with examples and reasons for not being open, which obstructs 
support. Informants had experiences where support was missing, which gave them 
knowledge about the importance of early and appropriate treatment. Lack of support made 
them struggle with their health problems more than probably necessary. When support in the 
private life was absent, the support from health care services and workplace was described as 
prominent.  
 
 Social support summarised. The success criteria the informants stated as important 
for continuing working were expressed as support through actions, one extremely supportive 
friend, next of kin as care assistants, to balance the amount of support, and economical 
support. From the health care services it was also emphasised as important to have a 
relationship history with their general practitioner, for the general practitioners to make 
thorough evaluations together with stability in the treatment and therapy. Economical care 
through the health care services were valued, as well as information. Aspects that were 
stressed were the importance of responsible employers at work, codetermination in both 
evaluation of capacity and change of work tasks, understanding colleagues, for the support to 
commensurate with capacity, and including of, not rejection of the employee. 
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Work Environment 
 Psychosocial and organisational aspects in the work environments were accentuated 
by the informants to affect health. This category might reflect how work environment can be 
both health destructive and health promoting. The informants emphasised the importance of 
care, to have an arena for openness, and to consider the challenging and motivating aspects in 
the work environment. This to ensure inclusiveness and care for employees with mental 
health problems.  
 
Care. This sub-category reflects the informants’ request for better care to ensure 
inclusiveness as part of the work environment. Their input on care included controls of IA-
companies, deliberation of sick leave alternatives, better follow up by management, 
flexibility regarding work time and amount, in addition to notification and reason for 
absence. The sub-category will be completed with extensive care alternatives and the need 
for present leaders. 
Some of the informants did not know if they were working in an IA-company, and 
some of them had no knowledge about the IA-agreement. Emma was the only one who 
expressed to be very satisfied with the care and inclusiveness regarding the IA-agreement. 
The IA-agreement was meant as a support for employees with mental health problems, but in 
some descriptions, this support was absent. The informants felt lonesome with their health 
problems at work. The IA-companies (except Emma’s) did not live up to the agreement 
according to the informants because the agreement was not implemented in practice. Some of 
those who were in IA-companies said that the agreement was not fulfilled, and a wish for 
strict controls of the IA-companies was expressed. Suggestions were made by the informants 
for the companies to set annual goals and strategies to maintain good mental health amongst 
employees, and that the results should be reported. Strict control would improve care and 
therefore also the feeling of inclusiveness. 
It was mentioned that an interpretation of the 50 per cent sick leave was legal and 
could mean two different things. The employer could request the employee to work the whole 
day on half engine or half a day with full productivity. The interpretation and decision of 
what was best for the employee was stated as important, the employee should be included in 
the deliberation. Problems occurred regarding hour accounting with how to distribute the 
amount of hours to which project when working full-length days was the choice. Since they 
then worked all day, it was pointed out that they overdrew some projects because they only 
worked with half capacity. It was also difficult to pay attention through the day if they 
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worked with 70, 50 or 90 per cent productivity because the capacity would vary. It affected 
the productivity negatively when they had to pay attention to their efficiency. It was no 
longer a case regarding the employee’s health, or finding easy and uncomplicated solutions, 
but more about finances.  
 It was pointed out that care was easily infracted in stressful work environments. Maria 
waited thirteen weeks for her “dialogmøte” and there was several informants describing 
absence of appraisal. When the management did not follow up on the employee’s sick leave 
or agreements made individually, it affected the work environment and the employee felt 
forgotten. The informants expressed bad experiences with long-term sick leave and violation 
of demands they expected from IA-companies.  
 It was mentioned that the companies did not get fines anymore when the time limits 
were not over-held, and that there were no consequences for breaking the IA guidelines other 
than the risk of employees becoming ill. Informants emphasised that the criteria to be an IA-
company was too low and that it was up to the company what they made out of the IA-
agreement. It was perceived as high status to be an IA-company by the informants. It was 
therefore argued that it should be expected from the companies to fulfil demands and criteria 
in order to be qualified as an IA-company. Wishes were expressed regarding establishing a 
practise to remove the IA-status from companies who do not meet the criteria.  
 
 Tom: It's a pity that one concludes at that level in today's society, because my 
company say they have measures that can help me, but I know that there are no employers 
who have time for mental challenges. So, then you become responsible for your own 
happiness, and you can only hope that if you keep silent, that you get to keep your job. If you 
nag about your mental challenges then it becomes like yes, maybe you should apply for 
disability benefit. So unfortunately it has come to the point that you would rather keep silent 
than to speak out. 
 
One problem that several informants mentioned was that physical health problems 
was perceived as easier for employers to facilitate than mental. The typical example used was 
an adjustable table for physical health problems, and that mental health problems were more 
comprehensive. Something that might be of great help to one might worsen the health 
problems of someone else. Suggestions of care or adjustments at work that could be 
perceived as motivating or health promoting came easily to mind.  
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 Flexibility in work time and amount of hours were mentioned as difficult to 
implement at some workplaces but were propounded to be considered. The flexibility could 
be regarding arrival and leaving as best suited during the day, but also to have a reduced 
position or graded sick leave. Flexibility was also mentioned as the possibility to work fewer 
hours and more often, or to work in shifts depending on e.g. the need to see colleagues or 
circadian rhythm. They stated that depending on symptoms and situations, there would be 
different needs regarding social environment or noise. The employee could e.g. prefer to sit 
in an open plan office, to have a private office alone or share an office with just a couple of 
colleagues, or to work out in the field. Flexibility from the employer in several areas was 
therefore stressed as important. Other suggestions for care were e.g. to attend to seminars 
where they could sit and listen without participating, for someone with social anxiety and 
need for predictability this was stressed as a possibly bad idea. The flexibility of the 
employer was also important regarding notification and reason. Several of the informants said 
it was challenging to give notification about their absence straight away when they woke up. 
It was also difficult to explain why they could not come to work that day because the reasons 
were not felt as obvious reasons to be absent from work.  
 
 Julia: To be in bad shape when I was ill, it could have been so much triggering it. I 
remember I could lie and scream if there was some who did the dishes and the sound of it 
was too loud. And it is quite difficult to explain to someone who is not ill, because it sounds 
totally stupid when I say it, right. I cannot call and say hey, there was someone doing the 
dishes. The noise was so loud, so loud that I cannot go to work today. And I never needed to 
elaborate on what it was that was wrong, I could just send a text message, send an e-mail 
saying that hey I'm ill. Said hey. It was never something I needed to elaborate and it felt very 
good, to not have to explain. 
 
It was also given examples of experienced care that was extensive. David got grant 
leave from his job. During that period, he tried out a new workplace to see if he wanted to 
change work permanently. The informants requested help with care to secure well-being and 
to prevent the employees from becoming overworked. Mental health problems were 
mentioned as often connected with muscular health problems so it was preferable to be 
offered equipment.  
 Care could be demonstrated by asking the employee to come in to the office for a ten-
minute talk when they came back from sick leave. Some kind of conveyed support was 
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requested and it was preferred if the employer made an effort to see the challenges that the 
employee experienced. To be told that the employers’ doors were wide open and that if they 
wanted to work, there would always be work for them, and that they would find a way to 
work around the health problems were perceived as positive. They also had a wish for a 
conversation about their absence to be encouraged, and for the employer to check if there was 
something that could be done to make working more comfortable. A problem with sick leave 
that was brought up was that there were no possibilities for substitutes when the informants 
called in sick. They knew their absence affected their colleagues. Because of the conscience 
regarding this, it was important that the employer reassured them to take their time to get well 
as a routine for care. 
   
Arenas for openness at the workplace. To have an arena to talk about well-being at 
team level, and about problems or positive things that occurs in different aspects of life was 
stated as important. This sub-category reflects the wish for conversations about how things 
are, arenas for these conversations, and encouragement and deliberation of openness. All of 
these aspects were emphasised as important for inclusiveness and care of employees with 
mental health problems. 
 The employees were not open to conversations about private life or how things were 
going, something that affected the work environment. The conversations were said to be 
superficial and the amount of openness was therefore restricted. Some informants assumed 
this to be especially present in work environments where the work tasks regarded others with 
various health problems (health care services of different kind). Some of the informants 
problematized lack of time or too much stress to take care of each other as colleagues, the 
informants would like that to be improved. Although Tom (next of kin) was requesting more 
personal conversations, he mentioned that it could sometimes become overwhelming to listen 
to other people’s problems when he had enough with his own. The informants stressed lack 
of social interaction and support as reasons for difficulties knowing how much openness were 
socially accepted at work. 
 Work environment affected the likelihood for openness according to the informants. 
The informants stated a prominent wish for arenas to talk about how things were going. They 
requested establishment of work environments where it was allowed and encouraged to be 
open about different problems and to different degree. They missed invitations to openness 
where alternatives for care could be propounded. They had suggestions of how it could be 
improved. One example was to arrange team building and create social arenas for the 
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colleagues to get to know each other and the employer. Other suggestions were mostly 
focused upon social meetings or personnel meetings where the agenda was to hear what each 
employee individually had going in their private life as well as at work. Then it was easier for 
the employees to say that e.g. they had a bad day, were tired because of the kids, daily 
problems, or challenges regarding their mental health problems. Arena for openness about 
small things like noisy kids would give the possibility to talk about things that are more 
serious. It was stated as important to have an arena to talk about things that were challenging 
for those who were healthy as well. The informants wished for an environment where it was 
allowed and encouraged to show vulnerability, then it would not be so hard to bring up 
challenges or explain mental health problems when they occur.  
 
 Julia: And the fact that we were open with each other about how things were privately 
and not just at work, that was probably important for being able to get an understanding for 
each other. Not just for me, but it was also important for me to know how the others were 
doing so that I could adjust myself to them. So I think it's important, even though it may be 
difficult to get a personal relationship with everyone. It's a bit like that. You can't expect that 
from a job really. 
  
 Some of the informants were never open because they never received any questions 
about how they were, no invitation to talk or sign of support on that matter. Some had not 
thought of the possibility of being open. For others there was not an alternative 
 
 Caroline: There is nothing in my head that like, it does not ring a bell that says hey, 
you, it would be wise to be open with your employer about these things. More like totally 
opposite! Everything in me resist when I think of a scenario where I would go in to one of 
them I have as employer today to talk about bipolar suffering. Oh, hmm. No! My body resist. 
 
 They emphasised the value of someone helping them to see that it might be good to 
seek support and be open at the workplace, and for the employer to create that opportunity. 
They needed the employer to encourage and help them share their mental problems in an 
understandable way at the personnel meeting. It was stressed that the employer should not 
share the employee’s health problems too early, not share too much and should make an 
agreement with the employee what is allowed to be shared with others. The management 
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should work for a high level of tolerance in the workplace regarding openness about health 
problems. 
 
 Challenging Environments. In this sub-category, aspects in the work environment 
that the informants experienced to be especially challenging will be described. Specific 
environments that were seen as challenging will be described, and how it might affect mental 
health and social integration. Aspects that were important for the work environment such as 
qualities of the leader and size of the companies will also be described. 
 Aspects at work that could be challenging while having mental health problems were 
drawn attention to by the informants. These environments were elite environments, highly 
competitive, encouraging winners and losers, rewarding the best, going through 
reorganisation, focused on finances and financial control or sales goals.  
 
 David: At the same time, the system becomes more and more focused on performance 
and individual measurements, and that does not contribute to (thinks). It's not a system that 
makes the employees work well together to achieve best possible results. It could contribute 
to poorer work environment and that you have to show, those who are good to show that they 
are performing and doing well in performance measures can save themselves, while others 
that are equally important and do it well they (thinks). It rewards pointy elbows and those 
who emphasise themselves.  
 
 Aspects in the work environment where a collective amount of money had to be 
negotiated personally were stated as destructive. This was reasoned with everyone having to 
argue to get more for themselves at the expense of the others. In practise, that meant arguing 
that they were better than their colleagues that they actually were meant to cooperate with. It 
was also mentioned that not all of the above necessarily were valuable for the social 
economy. According to the informants, these aspects influenced the work environment and 
felt especially stressful when having mental health problems. Other aspects in the work 
environment were also seen as challenging, such as environments valuing efficiency 
improvement, containing a lot of (academic) criticism, environments that were stressful, or 
not valuing preventive measures. Pressure on production that relied on professional integrity 
was seen as unhealthy because it appealed to their conscience and could result in free work. 
 To introduce more stress to someone with mental health problems was argued as 
destructive for that person’s mental health. They gave examples of how work environment 
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affected the mental health. Maria and Tom gave specific episodes where they felt bullied or 
debased at work (as mentioned in the identity category). Maria was bullied for her role and 
not for things about her as a person, but was partly the reason why she got mental health 
problems. The informants also mentioned the importance of being prepared for work tasks, 
because a sudden change in work task or work hours could afflict their health problems. They 
described feeling like a failure, rejected, avoided or excluded because of aspects at work. 
Several of the informants described a resistance against their workplace because of too much 
challenges at work, even though they were expressing hanker to work. 
 
 Maria: It’s a lot because of the appearance of the other members in my union and the 
managements absolute absence that disappoints me deeply, and is the reason for why I 
struggle with going down there again. I have a sick note in my handbag, I will not go down 
there do deliver it either. I’ll send it in the mail, it would never occur to me in half sleep even 
to go beyond that door. 
  
 Several of the informants mentioned problems with socialising at work; Sarah 
preferred to eat lunch alone to avoid social difficulties with integration. Work environments 
where emotions were not accepted to be shown made the health problems more difficult to 
handle. 
 The informants highlighted aspects that could improve socialising and work 
environment. It was desired that the managements had greater emphasis on conflict 
prevention, communication and cooperation to secure preventive measures. The informants 
brought up the importance for the employer and employees to be able to say that they are 
sorry if contravention occurs, and to have a conversation about the contravention instead of 
ignoring it or act as if nothing has happened. Implementing rules that were valid and known 
were argued as important for improvement of work environment. Absence of these was 
experienced as possible sources for confusions and conflicts. There was also a wish for 
discussions about culture at the workplace, so that the company was working towards the 
same goal and that it was clear what social behaviour was wanted and expected. Good 
routines, predictability and that the colleagues took precautions were also mentioned as 
important for the well-being at work, especially while having mental health problems. 
The qualities in the leader were stressed as important. The informants experienced 
leaders without leading competence, leaders with short-term thoughts and ad-hoc 
management as challenging. It was important that the closest leader was caring, present, 
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structured, and had competence in planning. It was emphasised as valuable if it was all right 
to be absent from work without feeling you let the employer down, the informants stated that 
it would require an understandable and accommodating management. Regarding 
management, the difference between being a boss and a leader was underlined. Some of the 
leaders were referred to as leaders only on paper as a title, however not in a practical sense. 
The informants pointed out the absence of leadership and support. It was expressed a request 
for the management to be more distinct.  
The size of the companies was mentioned as a factor that affected openness and social 
inclusion. It was easier to be open and get a close relationship with colleagues in smaller 
companies, and they did not feel as vulnerable as in larger companies. Large companies were 
described as impersonal, and the support was more easily missing. The human resources or 
personnel responsible were taking care of the formalities, but the employees expressed lack 
of social support from the closest leader. They therefore felt it was easier for the sick leave to 
go unnoticed in large companies. The need for support and acknowledgement was strongly 
expressed. Acknowledgement of their absence and to show support could be done by saying 
“take your time to be ill, but know that you and your good skills are wanted at work, and that 
care could be implemented if needed”. That response should be a routine and conveyed with 
care according to the informants. They felt that the employers need better knowledge about 
mental health problems and should not be afraid to approach employees with health 
problems. They knew that the employers were busy and had major responsibilities, but the 
company could have long-term economic benefits of prioritising time to approach the 
employees with precaution and care.  
It was perceived as stressful that the decision-making often took place in a different 
city in the large companies, and that the commands came from someone they did not have a 
relationship to. They had experiences with guidelines being hard to bend for care purposes 
because the same rules had to be equal for everyone. It was therefore argued that large 
companies were not suitable for special needs. If these aspects that were experienced as 
challenging by the informants were taken into consideration, they argued the possibility for a 
good work environment for employees with mental health problems. 
 
Motivating aspects in the work environment. The informants stressed work as 
valuable and motivating, also while having mental health problems. The descriptions they 
gave about their workplace and work tasks indicated their desire to be at work. This sub-
category will bring attention to motivating aspects in the work environment that were 
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highlighted as important while having mental health problems. These are regarded as 
liberating from their mental health problems, generosity, specific motivating aspects, 
ambitions, and consideration of motivating aspects as challenging. 
 There were many positive experiences and statements about work. Some said that 
work meant everything, it was a place to relax and disconnect from the health problems and 
therapy. As reflected in the identity category, work was a place to create other thoughts than 
a constant focus on diagnosis, the pain and the awfulness. Work made them feel committed 
and was by some mentioned to relieve symptoms. 
 
 Caroline: The thing that kept me from tipping over the edge was to have a job to go to 
(…). I had full anorexia and the bipolar illness. So when I arrived at work, there was these 
sliding doors. And it’s so strange because it have become so symbolic for how those sliding 
doors, when they opened up in front of me, there was something that let go of the anorexia 
and of the isolation of anxiety. It just let go. And when I went in those doors and they shut, 
then I was at work. Then I was Caroline, in my twenties, strong in my arms, strong in my 
upper body. I was Caroline who could lift a man on hundred and ten kilos.  
 
 Work was seen as a place to be liberated from their mental health problems where 
they could escape from their own challenges. Therefore it was good to have the difference 
between personal and private (as mentioned in the vulnerability category), so that work was 
about a lot more than the diagnosis aspect. To respect the workplace as a location to be free 
from problems, there had to be a difference between the work and private life.  Julia were 
motivated for work and therefore worked voluntarily. She stated it as a win-win situation 
where the employer received free work and she gained work experience while adapting her 
body to work life again.  
 Specific aspects that were experienced as motivating work tasks were tasks that were 
exciting and fun with the possibility to be autonomous. Work gave them strength, confidence 
and energy, and was described as propulsive, meaningful and life giving. They experienced 
positive challenges, achievement, confirmation, exuberance, social affiliation, and 
compassion. The list of motivating and valuable aspects at work were long, among other 
things the informants emphasised that it was good to feel needed by meaning something to 
others and by participating in the community. Some experienced to be met at the same 
premises as others, and they felt secure and safe both because of economic aspects but also to 
have predictability in the everyday life. It was especially motivating to work in an 
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environment characterised by colleagues who were proud of their workplace and who 
brought good mood and humour. Work environments with spread in gender were expressed 
as beneficial. Most prominent for the motivation was to be noticed and talked to, to 
participate to the work environment, and to be allowed to be mistaken, blunder or make 
mistakes. 
 Anna: The most palpable thing that make me feel included is when my leader, or some 
of the others give me specific work tasks that they want me to do (…). That they trust me with 
work task, not necessary that they trust me more than anyone else, but just that they have 
noticed that. This thing here is something that I am good at. And that I should do more of it 
because I’m great at it. To be noticed and talked to. And when it’s quiet in the shop, to talk 
about other things too. It’s very good to be social and that people wants to talk to you. That’s 
a good feeling. And if people are happy and take considerations.  
 
  They appreciated generosity from their colleagues. The generosity could be expressed 
by having a conversation over a cup of tea to talk about the problems, or about anything else 
or to make them feel better. They also emphasised being met with curiosity, accept and 
understanding, and to be able to take a break when needed. They appreciated caring and 
sympathy from their employer and colleagues. They wanted a focus on social inclusiveness. 
 Most informants were ambitious and saw the ambitions as signs of healthiness. They 
sought new challenges at work and were looking forward to be able to work full time again. 
The ones that were in the middle of therapy expressed that ambitious thoughts felt exhausting 
because they had enough with just existing. Each and all of the informants accentuated work 
as important for the recovery process. 
There were several examples of motivating aspects and personal desire to work that 
had unhealthy consequences when not restricted. The informants experienced to go beyond 
the resources they actually had, due to work environments where they were easily engaged in 
work tasks because of hectic tempo and exciting work. The informants described an 
eagerness to do well at work. Health was easily forgotten because of high devotion and 
conscientiousness. Pressure on time accounting did not have any function while working 
reduced hours because they worked till the work was done, ignoring amount of hours. They 
therefore worked more than was reported without being paid. Several informants revealed 
working more than necessary. It was expressed that it was challenging to find a balance 
between performing good work and focusing on their needs. This was a source for several of 
them becoming burned out and reason for concern regarding relapse. 
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 It was expressed that the informants themselves did not have the competence or 
experiences to handle these kinds of challenges in the work environment. They stressed the 
importance of the management’s responsibility to; follow up, pay attention to their 
employees’ mental well-being, secure preventive measures for their employees to work too 
hard or too much. 
 
 Work environment summarised. Aspects in the work environment that were 
experienced as challenging while having mental health problems as employee were; if the 
companies do not pursue the IA- agreement, lack of follow-up, competitive environments, 
explaining or notifying absence, absence of social interaction, large companies, excessive 
devotion and conscientiousness, and lack of competence to handle challenging environments. 
 They mentioned aspects that motivated them, as employees with mental health 
problems, to work. Work environments with positive qualities such as encouraging and 
caring colleagues, encouragement of openness, present leaders, generosity, qualities as a 
leader and not a boss, ambitions, and to be separated from the health problems for a while, 
were positive. Arenas for openness were stated as important for the feeling of inclusiveness at 
work and as a good opportunity to talk about types of care. 
 
Discussion 
 A lot of information was obtained from the interviews; the findings that were 
considered most important will be discussed. The information was divided into four 
categories as shown in the foregoing. The examples showed variation, reasons and contrasts, 
and are based on information that was emphasised as important by the informants. 
  
Identity 
 Identities are affected by others. Self, personality, roles and identity are used to 
describe aspects about the individual. The informants highly emphasised the importance of 
being seen as normal, to feel normal, and to be valued for their personal or work identity. 
According to Mead (1934), the self is constructed trough interaction with others and 
perceived on behalf of background and experiences. The informants mentioned their identity 
to be affected by others’ perception of them. Most people with disabilities have a desire to 
work, their identity and work ability are (besides their disability) affected by the environment 
and which abilities others see in them (Fryers, 2006). How we perceive others are described 
by what we think they expect from our behaviour, and which expectations these are. The 
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expectations of our own and others’ behaviour affect our role. Our role changes on behalf of 
the context and situation, and on behalf of the person who see us (Mead, 1934). This might 
be the reason why the informants felt the person identity as insistent. 
 The informants gave examples (in the work environment category) of motivation for 
work where it was described experiences of symptom relief, and that the health problems 
were left outside when they entered the workplace. This was also reflected in the descriptions 
given in the identity category where work identity supressed the patient identity. The 
informants seemed to feel their individual identity and employee identity as reinforced at 
work. According to Hull, Lam & Vigo (1994) the values and meanings in the identity are 
affected by physical surroundings. It describes a subjective sense of belonging, which the 
informants felt at work. The theory about place-identity has not much empirical support in 
the psychology and is criticised for problems with measurement (Lalli, 1992). However, the 
place-identity has to be seen in addition to the usual approaches that are used to define 
identity in the psychology (Hauge, 2007). It have been said that children find their adult 
identity when they enter the work life (Fryers, 2006). The feeling of reinforced identity at 
work may also be due to group identification with colleagues (Speller et al., 2002), work is 
healthy for the identity because one establishes relationships outside the formalities of being 
a patient (Davidson et al., 2005). The work identity is important for health. People with 
disabilities outside the work life might experience discrimination reasoned by the lack of 
work identity. The informants describe experiences by being labelled by their diagnose and 
having an identity as a patient, their health problems became their identity. This is the same 
as unemployed disabled may experience because the diagnoses are often used in the 
community as labels. The use of labels for identity such as ‘diabetic’ or ‘depressed’ is 
stigmatising (Fryers, 2006). According to the information given by the informants, it seems 
like it is immensely important to let the person be at work, for the surroundings to lessen the 
focus on the patient identity, and to focus on the individual.   
  
 Identities change. The informants described a feeling of change in their identity. 
Carey et al., (2007) found that change in mental health patients occurs through feelings, 
thoughts, and actions. The informants expressed difficulties with change regarding identity 
and acceptance of health problems. Higginson & Mansell (2008) confirm similar findings. By 
interviewing people who were in recovery from mental health problems, they found changes 
in the informants’ self-perception, feeling of control and their perspective on problems. The 
informants in the present study mentioned to have gained more control, and to handle 
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different challenges. Support on this may lie in the findings of Svanborg, Bäärnheim, Wistedt 
& Lützen (2008), who found that patients acquired knowledge of how to approach life, 
problems, and thought management. Other studies have also provided findings of accepting 
change where the person were determined to recover, accepted themselves as normal 
transversely of their mental health problems, respected their rights, and restored social 
interaction through work (Davidson et al.,, 2005).  
 The informants felt the need for control. The therapists contribute to a positive 
outcome by helping the patients through the stages of perceiving an inner chaos that maintain 
a gap in their identity, to a stage where they feel in control. The patients should be brought 
calmness through challenging their inner discontinuity by having continuity in the 
surroundings. The sense of control is partly reasoned by the routine of going to treatment that 
brings predictability and stability to their lives. It is also reasoned by the help they receive 
trough therapy with thought management and change of habitual patterns. The informants in 
the present study focused on the importance of identity in therapy, this can be done by 
showing understanding and by giving the patients tools for coping with their problems 
(Binder, Holgersen & Nielsen, 2009).  
Role conflicts appear when mental changes are experienced; the conflict depends on 
the person’s reflections (Huseby, Gjøsund & Nordheim, 2010). The informants described 
values at work that did not coincide with their own; this may be seen as a role conflict. They 
also described some sort of role conflict by the struggle with finding themselves to be 
something different than the patient identity that they felt was forced upon them. They 
described being torn between different identities (Macionis & Gerber, 2011). The informants 
felt difficulties related to knowing what part of their reactions were their own and which were 
due to their symptoms. A study by The Mental Health Foundation (2000) found that 70 per 
cent of people with mental health problems experienced questions where they had to explain 
their feelings to others. It was clear that their surroundings had prominent influence on their 
perceptions of identity. It is therefore important to focus on identity in the health care 
services, but also for the employer to be conscious of these difficulties. To have focus on 
return to work after sick leave and to employ applicants with mental health problems is 
important to reinforce the individual identity. This will also improve inclusiveness. 
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Vulnerability 
 Concerns of openness and stigma. Some of the informants expressed concerns of 
possible consequences with being open about their health problems at work. 66 per cent of 
the informants in the study by The Mental Health Foundation (2000) had concerns of 
openness reasoned by discrimination and stigma, and is supported by Glazier (2002). Friends 
and family were found to be the most frequent source of discrimination, followed by their 
workplace. Many employees with mental health problems have experiences with lack of 
promotion, and are a reason for not being open at work (The Mental Health Foundation, 
2000). The literature abounds of findings that confirm the existence of stigma and 
discrimination of people with mental health problems (Brohan & Thornicroft, 2010; 
Corrigan, 2000; Crisp, Gelder, Rix, Meltzer & Rowlands, 2000; Kobau et al., 2009; Krupa, et 
al., 2009; Tsang et al., 2008). The informants esteemed the consequences of being open about 
mental health problems as larger than the motivation to challenge the negative anticipations 
of outcome, these findings are confirmed in a study by Krupa et al., (2009). The employer 
has confidentiality and is not allowed to misuse the information given by the employee 
(Lovdata, 2005).  
 Dismissal was the most extreme outcome that was feared by the informants. It was 
unclear if they knew that it is not legal to dismiss an employee based on mental health 
problems, or if they thought the employers would find a different reason to dismiss them as a 
lie. Some of the informants were diagnosed with mental health problems for the first time, 
others expressed to have relapse and recurrent sick leave (see table 1). The informants also 
expressed differences in the length and the number of periods of absence. It is found that 
employees with mental health problems are more likely to have recurrent sick leave than 
employees without similar experiences (Dewa, Chau & Dermer, 2009). The employee has to 
be on sick leave for over a year for the employer to legally dismiss their employee. The law 
secures the employee from being dismissed on non-factual reasons (Arbeidstilsynet, 2015b). 
Although it is illegal to dismiss or discriminate for reduced capacity due to mental health 
problems (Lovdata, 2013), the informants have concerns and experiences of this matter. 
Stigma and discriminations can cause social isolation (Crisp, Gelder, Rix, Meltzer & 
Rowlands, 2000). There should be focus on prevention and reduction of both stigma and 
discrimination by education initiatives at schools and workplaces, and by a more positive 
perspective of mental health problems in the media (The Mental Health Foundation, 2000). 
Protest, education and contact with people with mental health problems are also influential if 
WORK LIFE AND MENTAL HEALTH, EMPLOYEE’S PERSPECTIVE 55 
 
psychological research on minorities and stigma are taken into consideration (Corrigan & 
Penn, 1999). 
  
 Concerns of stigma when applying for work. The informants had worries of 
meeting stigma and discrimination if they were open about their mental health problems 
when applying for work. These concerns might be legitimate according to literature. Stigma 
and discrimination can cause difficulties with employment (Crisp, Gelder, Rix, Meltzer, 
Rowlands, 2000). Employers hesitate to employ applicants with mental health problems 
because of the extra work with statutory regulations, risk, and economic cost (Spjelkavik, 
Hagen & Härkäpää, 2011: Kaye et al., 2011). It is assumed that discriminating and 
stigmatising anticipations of applicants with mental health problems is a reason not to employ 
applicants with mental health problems (Kaye et al., 2011). Employees with mental health 
problems are anticipated to be stubborn, aggressive, hypersensitive, having unstable emotions 
and lacking the ability to receive criticism. They were argued as behaving weird or 
inappropriate, not being flexible, having low motivation, and unstable work capacity with 
subsequent sick leave (Spjelkavik, Hagen & Härkäpää, 2011; Crisp, Gelder, Meltzer, 
Rowlands, 2000).  
 The negative aspects at work that make employees change work have negative affect 
on health and increase the likelihood for sick leave (Bernstrøm, 2013). This is also due to the 
length of period between the initial thought about change of work and new employment 
(Swider et al., 2011). When employed at new workplace, the likelihood for sick leave is 
reduced. This is due to increased thrive and motivation, but also because one often strive to 
avoid sick leave in the preface of employment to please the employer. Change of work does 
not have negative effect on health. The likelihood of reduced sick leave will fade away after 
six months of employment because the employee have settled and reached a normalisation in 
the employment (Bernstrøm, 2013). Unemployed with mental health problems behave out of 
fear for consequences, and may reason why unemployed with mental health problems does 
not apply for work (Corrigan, 2000). 
 
Others with mental health problems understand. The study from Mental Health 
Foundation (2000) found that people with mental health problems have concerns of not being 
understood. This was found to be a reason for not being open, and confirm the findings in the 
present study. The informants accentuated others with mental health problems as the only 
ones to be able to really understand. Like the phrase “once burned twice shy”, the informants 
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seemed to think that only those who had been burned (or in this case had experienced mental 
health problems) had learned. This exclusion criteria will make it difficult for others to help. 
It also emphasise the importance of arenas for openness at work, as well as forums where 
they can meet and exchange experiences with others with similar experiences.  
This might be explained by the psychological theory of false-consensus where we 
assume that others in similar situations think or are likely to respond in the same way as 
ourselves. This is done to increase our feeling of fitting in, normality and to be part of 
something. People surround themselves with people similar to themselves. Being with others 
with mental health problems seemed to give the informants a sense of safety and had the 
assumptions that they would understand. We assume others to be alike ourselves because we 
surround ourselves with people who are alike. If they spent a lot of time thinking of their 
problems, it happens that one easily assume others with mental health problems have the 
same thoughts as themselves. The informants mentioned the power relation to be absent 
because they felt as equals. It may be a sort of exaggeration of our own beliefs that we 
ascribe others to feel safe (Martin, Carlson, Buskits, 2007).  
 
Social Support 
 Psychologist treatment of mental health problems. Several of the informants 
expressed to be evaluated with lower capacity than themselves did, the likelihood for this is 
confirmed by research (Helsedirektoratet, 2011a). It is fair to assume that the general 
practitioners do their best to do the right evaluations. Therefore it may be problems with 
communication as a reason for evaluations that does not coincide. However, if the general 
practitioner is insecure of how much work that is healthy for the patient, it is understandable 
if he or she reduces the amount of recommended work instead of risking their patient’s health 
to be deteriorated by being overworked. Work situation, satisfaction with management and 
work tasks, and being overworked are associated with risk of health (Berge & Falkum, 2013). 
The evaluations made by the general practitioners might be correct, but hard to accept or 
realise for the patient. The patients might be overestimating their own capacity, and 
underestimating their need for rest. The informants expressed the need for care to not become 
overworked caused by inclination to work. There might seem like the general practitioners 
offer this type of care, as the informants initially requested from their employer.  
  The informants had comments of psychologist being able to understand their health 
problems better than a general practitioner, as well as having time to talk. The second leading 
cause of sick leave in Norway is mental health problems (Sundell, 2012). Psychologist are 
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specialised in the field of mental health and could be used as an argument for them to 
influence on sick leave. The proposal for the psychologist to be allowed to authorise sick 
leave have been declined by the government, although it have been found that the patients 
request it (Halvorsen & Høstmælingen, 2014). Positive outcome by implementing 
psychologists authorise to give sick notes have been argued. The psychologist has treatments 
that seek to increase the possibility for return to work after sick leave, time to evaluate and 
are specialised on mental health (Aanonsen, 2005). The psychologists right to authorise sick 
note is among other things argued by saving time, costs and resources (Høstmælingen, 2014). 
It would be important for the patients to go directly to the psychologist to receive early 
treatment by avoiding mediators such as general practitioners. The informants mentioned 
problems with having to explain the same problem to several psychologists or general 
practitioners. To go directly to the psychologist instead of through the general practitioner 
would relief these concerns to a certain extent (Aanonsen, 2005). It will also be time saving 
for the general practitioners who will be updated by reports and meetings on their patients 
status.   
 The psychologist right to authorise sick notes were also argued to improve better 
access to treatment in the municipalities (Aanonsen, 2005). To have municipality 
psychologists were also argued as an alternative for easier access for adult mental health 
specialists, without having to experience deterioration to receive treatment. They wanted the 
opportunity to receive treatment by lower thresholds. One has the possibility to receive 
treatment in short time by private psychologist, but as the informants argued, the costs exceed 
the motivation to seek private treatment (Wiker, 2015). This might create a class distinction. 
In average, a patient have to wait 55 days before treatment is put into effect 
(Helsedirektoratet, 2011b), this affect the probability for attendance to treatment or reduce 
the outcome of the treatment (Biringer et al., 2015). To be offered therapy at a psychologist 
in the municipality before one experience deterioration and the need for specialist treatment 
at an outpatient clinic is important (Wiker, 2015).  It might prevent relapse or chronic health 
problems, and may relieve some of the burdens that mental health problems cause relatives, 
community or others. There are different organisations working for establishment of 
municipality psychologist by law, as an offer to receive therapy by lower threshold (Ekelund, 
2015). 
 The psychologists have the right to refer their patients directly to other health care 
services (Halvorsen, 2015). This is argued for the general practitioners to save time by not 
having to familiarise and sign the referrals to health care services. It also reduces the 
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likelihood for misunderstandings when the psychologists refer the patients directly to 
specialists (Aanonsen, 2005). To relieve burdens, mediators and time pressure for the patients 
in the health care services would affect the well-being in other aspects such as the workplace. 
It is important to consider the different aspects that exist in the life of the employee with 
mental health problems.  
  
 The general practitioners treatment of mental health problem. The informants 
mentioned lack of respect for their general practitioners advice. They disregarded their 
general practitioners advice by attending work although they were given a sick note. It might 
be discussed as a wrong judgement where the eager of the one with mental health problems 
are being overlooked. On the contrary, if the judgement of the general practitioner is right 
and the health of the ill is in such a state that it is not healthy or secure to work, it might have 
tremendous consequences for them selves and others if they do. Attending work while on 
sick leave prevents a possible risk in several occupations.  
 The general practitioners are probably in the belief that the patient will deliver the 
sick note to their employer because the sick note have to be approved by the patient. The 
employees are obliged by law to notify the employer about illness (according to 
Arbeidsmiljøloven §2-3, e) (Lovdata, 2005). The general practitioner is not allowed to notify 
the employer because it would be a breach of confidentiality. It could be argued that the 
general practitioner should send out the sick notes after agreement with the patient, the 
employer would still not have the right to know the reason for sick leave as the rules are 
today (Altinn, 2014; Lovdata, 2005). However, it might have negative consequences for the 
relationship and trust between patient and general practitioner. The general practitioners 
confidentiality is solid and valued in Norway today, and even in court a general practitioner 
would not retell their patients information unless there was a probability for recurrence of a 
serious incident or if the patient was innocent (Lovdata, 2015; General practitioner, telephone 
meeting, April 29, 2015).  
 Some of the informants made it clear that if they evaluated their health as appropriate 
and if they wished to work, then they would omit the sick note. When the employers attend 
work while on sick leave, the employers insurance for the employee would not be valid in 
case of emergency or injuries at the workplace. It might have consequences for themselves as 
well as their surroundings. To avoid such consequences it would be important to have a clear 
dialog about the reasons for the advice given by the general practitioner (General practitioner, 
telephone meeting, April 29, 2015).  
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 The general practitioners have the right to commit the patient to a psychiatric ward if 
needed according to §3-2, subparagraph 6 (“vedtak om tvungen observasjon”). To commit 
the patient is only done when it is the best alternative (Lovdata, 2014; Lovdata, 2015). There 
are different strategies that could be used if the employee is too ill to work, but not ill enough 
to be committed to psychiatric ward. To create an alliance where the patient have trust in the 
general practitioner, and for the general practitioners to give a clear advice is important. 
Openness, good relationship and good communication would likely improve such situations 
(General practitioner, telephone meeting, April 29, 2015). The evaluation the general 
practitioners do is important. The informants stressed the support from the health care 
services as wanted and needed. The need for health care services is invaluable for 
identification, treatment and recovery (Caldas de Almeida & Killaspy, 2011).  
  
 Care at the university. The knowledge of care at the university appeared to be little 
and not well examined. The informants had worries about care at the university. The rights 
for care regarding mental illness are as righteous as for physical illness according to the 
regulations at The Arctic University of Norway; §28 deadlines for applications for individual 
care and §29 persisting physical and mental impairment (Karlsen, 2013). It might seem like 
the informants had not been bothered to check their rights, not having the capacity or maybe 
they had problems with knowing where to look. The student consultants would probably be 
helpful with information about care for mental illness.  
  
 Social grouping as a result of restricted openness. Social grouping are important to 
our identities, and can contribute to support (Aronson, Wilson & Akert, 2010). The 
informants mentioned social grouping at work where the in-group were the ones they confide 
to and the others seemed to have qualities that made them distrust them. Secrecy might be 
forced upon the colleagues in the in-group, and might bring dilemmas to the colleagues. 
What is best for the individual might not be the best for everyone else in the group (Aronson, 
Wilson & Akert, 2010). The groups are distinctly separated and conditioned by the 
employee’s confide. The grouping might harm the work environment or create dilemmas 
because the colleagues interact and are often dependent of each other in different situations 
(e.g. when work tasks become abandoned when on sick leave).  
 Problems between the groups can occur. Firstly, if the in-group colleagues have 
friends from the out-group, then the in-group might have to answer questions asked by the 
out-group. The in-group members are in a way pressured to make moral choices of keeping 
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secrecy if others confront them about the employee’s absence. That is something that would 
depend on the colleagues values and moral, but also on the guidelines given by the employee 
regarding who are accepted to know and who are not. 
Secondly, if the management are part of the out-group (like Sarah gave example of by 
informing one colleague and not the management) there might be problems regarding ethics 
or moral. The in-group might get a large dilemma between care the friendship by secrecy 
contra notifying the management by breach of trust. That is a large responsibility to be given. 
There can be situations where the colleagues then have to evaluate the safety or risks 
regarding work tasks by keeping secrecy.  
Thirdly, if the in-group is larger than the out-group it might have problematic 
consequences for the work environment. The out-group does not make the choice themselves, 
and are not able to evaluate the information as interesting or not when they do not know the 
information (in this case, about the mental health problems). The problem is that in- and out-
groups might have consequences of obvious exclusion that can be hurtful for the out-group. 
The in-group decides who are to be included. Thereby there is a power relation to the 
groupings. There are different scenarios and outcomes by social grouping. It is important for 
the employee to have support and confide to others at the workplace, but the management 
should also know about the health problems. To be at work is important for the individual 
because it is a social arena for development and interaction. Lack of social interaction 
(through work) might have consequences for the social skills, social support, and sense of 
belonging (Aronson, Wilson & Akert, 2010; Martin, Carlson & Buskits, 2010). 
  
Work Environment 
 IA-agreement. None of the part-time employees knew if they were employed in an 
IA-company (see table 1). The IA-agreement includes all the employees of an IA-company, it 
includes part-time employees, reduced positions as well as full time employees. After twelve 
weeks of signing the agreement, there should be compiled aims and plan of action. The 
company’s IA-advisor from NAV follows up on the company’s work towards their aims. The 
informants requested stricter follow up and consequences when the agreement was not over-
held. There is one sanction if the IA-companies do not fulfil the agreement and that is for 
NAV to dismiss the agreement (NAV Troms, Arbeidslivssenter, electronic communication, 
April 16, 2015). According to the information from the informants, it seems like there could 
be done more work in this field.  
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 The employees mentioned interpretations of the reduced sick leave by being 50 per 
cent productive the whole day or hundred per cent productive half of the day. According to 
NAV (and “rundskriv” §8-6 graded sick leave) this interpretation is legal (NAV, 2014b). The 
employee is on sick leave from amount of work and not necessarily work hours. The 
informants mentioned difficulties with distributing work hours when working on projects. 
When working with half productivity, half of the hours should be distributed to the projects 
and the other half are covered by NAV (NAV Hordaland, Arbeidslivssenter, telephone 
meeting, April 30, 2015). The informants seemed to overcharge the projects because of lack 
of knowledge or information about the support from NAV. Better information would 
probably improve the employees understanding and reduce frustrations regarding the system. 
It is not certain if the informants sought advice from their employer on this matter, but it 
might indicate lack of communication. 
  
 The use of “dialogmøte”. The employers are by law (Folketrygdloven §25-2) obliged 
to implement “dialogmøte” and therefore regards all companies (NAV, 2014c). If the 
obligations are not fulfilled, The Norwegian Labour Inspection Authority can give the 
companies orders to implement “dialogmøte” (NAV Hordaland, Arbeidslivssenter, telephone 
meeting, April 30, 2015). The “dialogmøte” should be completed within seven weeks 
(Arbeidstilsynet, 2015a), the informants had experiences of this to not be over held. This is 
one of several things that made them feel alone with their health problems and let down by 
their employer. The employer have the right to notify, and are sometimes obliged to 
(Arbeidstilsynet, 2015c). The employees are obliged to notify the employer about illness, 
contribute to follow-up plans and solutions for work tasks, follow the advices from NAV and 
meet at “dialogmøte” (according to Arbeidsmiljøloven §2-3, f, g, h) (Lovdata, 2005). It 
seemed like this was difficult for the informants. They seemed like they did not know who to 
contact in these situations when their employer did not contribute. The Norwegian Labour 
Inspection Authority can be contacted with questions, they have an advisory as well as an 
executive function. NAV or the company health service can also be contacted for advice. The 
employees have the right to bring or notify their employee representative, safety delegate, 
and working environment comitee (Arbeidstilsynet, 2015c). This requires that the employees 
have energy and that they trust the ones they contact. 
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 Flexibility from the employer. The employers are also obliged by law to follow up 
and tend for employees with mental health problems. The employees should preferably keep 
their usual work. Work hours should also be adjusted to the employees needs (Lovdata, 
2005). This means that the employers are obliged to as far as possible, to meet the informants 
wish for flexibility in amount of work and to what time. This obligation is independent of 
age, amount of work, and permanent or temporary employment. The possibilities depend on 
the work tasks, size of the company, economy, and employment. The employer is obliged to 
send a report of the follow-up to NAV and the general practitioner (Helsedirektoratet, 2011c). 
The informants did not seem to know what their rights were, those who did requested 
consequences for the company. When the employer did not follow-up on their obligations or 
there were delays in care it had consequences for the informants. The informants felt rejected, 
alone, and it may have serious consequences for employment and deterioration of health 
problems. The informants feeling of being alone with their problems seemed like a form for 
helplessness because the employee was left alone with their problems. They experienced to 
be let down by the system, but it did not seem like any of the informants had used their right 
to notify. The vulnerability and fear of misused power relation might be a reason for this, if 
not lack of knowledge.  
  
Limitations of the Present Study 
 In the observations and analysis, the information is assigned a subjective meaning by 
the researcher. The subjective meaning is both academic and personal. In the present study, 
the researcher had e.g. academically interests within organisational psychology and 
personally interest caused by relatives with mental health problems. The researchers’ 
expectations for the study might also influence the research process. It is possible to attempt 
to put the subjective interpretation aside and be focused on having an open view on the 
phenomenon of study, but it will never be entirely possible. Also known by Edmund Husserl 
as bracketing (Jennings, 1986). 
 The informants spoke about reduced motivation during the polar nights, a time when 
it is dark throughout the day. This phenomenon occurs from November 25th to January 17th 
in Tromsø. The recruitment improved in the spring semester, therefore it might be that the 
polar nights actually affected the willingness to become involved in the study. The delay of 
recruitment might have affected the study.  
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 The fact that some people (employees with mental health problems) were unaware of 
this experiment must be taken into consideration when evaluating the outcome. Meaning 
there are still aspects of mental health problems that remain uncovered because of the 
limitations of recruitment area.  
 Only two out of the twelve informants were male, which might reduce the 
generalisation of the study. There were variation in both diagnoses and stages in the recovery 
process might have affected the results of this study. The informants were not asked directly 
which diagnoses they had, the obtained information about health afflictions is an indication 
of the informants health problems. 
 The study has been affected by the choice of qualitative research interview (as 
described by Kvale & Brinkmann, 2009) and Interpretative Phenomenological Analysis (by 
Smith & Osborne, 2008). The present study might have had a different outcome by the use of 
other methods. The decisions made throughout the process of this study affected the outcome, 
Further study should consider these limitations. 
 
Conclusion 
 It is important to have focus on identity in all the arenas that the employee with 
mental health problems roams. The individual identity, and the identity as an employee are 
both stated as positive and wanted. It is important to sustain these for the person to develop 
and to stay grounded. The use of labels and diagnoses should be avoided, the patient identity 
should be handled with care and balanced support. To be let down by the employer or health 
care system may have consequences both for the individual, their family and colleagues. It is 
important to spread knowledge of the employees’ rights to notify and how it is done. Social 
support has to include identity focus and take the vulnerabilities into consideration. 
Treatment needs to be accessible, and the support has to be balanced to not disempower, 
exclude or make the person feel helplessness. Although support is rejected, different 
approaches of concern should be tried. Challenges and motivating factors in the psychosocial 
and organisational work environment have to be considered. It is also important to consider 
the different aspects in the life of the employee with mental health problems, to understand 
their challenges and secure inclusiveness. It is valuable to treat each employee as an 
individual with individual health problems and needs. These considerations might contribute 
to improve the understanding of how to include and tend for employees with mental health 
problems in the workplace.  
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